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RECENT ADVANCES IN OUR KNOWLEDGE OF CORONARY SCLEROSIS 
AND ITS BEARING ON THE CLINICAL MANAGEMENT OF PATIENTS 


ARLIE R. BARNES, M.D. 


Rochester, Minnesota 


ROM time to time we need to take account 

of the information derived from research and 
clinical studies of disease of the coronary arteries 
and to see what bearing the facts unearthed have 
on our medical management of this condition. 


The most important contribution to our knowl- 
edge of coronary disease in recent years is the 
revelation of the kind and degree of adjustments 
that take place in the coronary circulation fol- 
lowing atresia or closure of coronary vessels. 
For a long time the teaching of Cohnheim and 
von Schulthess-Rechberg and of Spalteholz that 
the coronary arteries were end arteries was ac- 
cepted. But it is the present consensus that an 
anastomotic circulation exists in the normal 
heart. Wiggers stated that this circulation is not 
effective under ordinary conditions but that it is 
made effective whenever a pressure gradient is 
produced by serious interference with the circula- 
tion in other branches of the coronary arteries. 
Blumgart, Schlesinger and Davis in a series of 
brilliant injection studies of hearts affected by 
coronary disease have shown conclusively that 
an effective anastomotic circulation develops 
whenever need for it occurs as a result of partial 
or complete closure of a coronary vessel and 
that this circulatory adjustment is localized to 
the area where it is needed (Fig. 1). In the 
light of this knowledge the survival of the patient 
following acute or chronic coronary occlusion will 


From the Division of Medicine, the Mayo Clinic, Rochester, 
Minnesota. Read before the annual meeting of the Minnesota 
State Medical Association, Minneapolis, Minnesota, May 18, 
1943, 
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depend upon the speed with which this anasto- 
motic circulation develops and upon its efficiency. 

This leads us to a consideration of the factors 
which possibly may condition the anastomotic 
coronary circulation for quick and efficient func- 
tion. Many years ago Oberhelman and LeCount 
studied this problem and concluded that the grad- 
ual development of coronary sclerosis constituted 
the chief impetus to the development of an anas- 
They felt that a gradually 
developing coronary sclerosis furnished the best 
guarantee that an efficient anastomotic circula- 
tion would be provided to enable a patient to sur- 
vive a subsequent attack of coronary occlusion 


tomotic circulation. 


and there is much to recommend their point of 
view. 

They found, moreover, that some hearts with- 
out disease of the coronary arteries possessed a 
functioning anastomotic circulation. In_ that 
sense some individuals inherently are better en- 
dowed than others to withstand coronary occlu- 
Schlesinger denied that effective collateral 
coronary circulation existed in normal hearts. 
On the contrary, Smith, using an injection tech- 
nic similar to that of Schlesinger, demonstrated 
an effective collateral circulation in 60 per cent 
of normal hearts (Fig. 2). 


sion. 


Several investigators have concluded that the 
efficiency of a collateral coronary circulation in- 
creases with advancing age in normal hearts. 
Schlesinger and Smith did not find that to be true. 
Smith demonstrated such anastomoses in the 
youngest heart in the group, that of a boy seven- 
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vears of age. 
Another important 


viewpoint emerges 


Fig. 1. Reproduced from Smith’s thesis. 
of Schlesinger. 

a. Canulla in left coronary artery. 

b. Cannula in right coronary artery. 
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teen years of age, and failed to find them in the 
oldest heart injected, that of a man eighty-one 


from 








and the hypertrophy produced by other cardiac 
pathologic conditions. Such conditions includ 
hypertension, valvular heart disease and chronic 


cor pulmonale among others. Thus the coronary 






























Coronary vessels injected according to the technic 


c. Arteriosclerotic occlusion in anterior descending branch. 
d. Occlusion of left circumflex artery by an organized thrombus. 
e. Arteriosclerotic occlusion in right coronary artery. 


f. Occlusion of circumflex branch of right 


coronary artery by an organized thrombus. 


[Note: This branch is entirely filled from the injection in the left coronary artery.] 


g. Arteria auricularis anastomotica magna. 


h, Anastomosis between anterior descending branch of the left coronary and 


branch of the right coronary artery. [Note: 


these investigations, namely, that the coronary 
circulation must be considered as a unit. It will 
not suffice to assess the degree of damage from 
coronary sclerosis on the basis of the amount of 
coronary sclerosis present in a single branch of 
the coronary vessels. Rather it is necessary to 
determine the degree of coronary sclerosis or clo- 
sure in all the main branches and estimate the 
gravity of the damage to the coronary circulation 
on the basis of the average of the amount of 
coronary disease present in all these vessels. 
The amount of functional impairment of the 
heart imposed by degrees of coronary sclerosis is 
conditioned greatly by the load the heart carries 
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a descending 


t ¢ ; ; Che branches injected by a purple medium repre- 
sent admixture of injection mediums from both the left and the right coronary artery.] 


circulation may be seriously inadequate if mod- 


erate coronary sclerosis coexists with severe hy- 
pertension and cardiac hypertrophy, 
whereas much greater disease of the coronary ar- 
teries may be well tolerated when the heart is 
normal in size and not subjected to any other 
additional burdens imposed by hypertension or 
other cardiac disease. 


marked 


The purpose of a review of all these factors is 
to obtain a more rational basis for the manage- 
ment of patients who have suffered attacks of 
acute coronary occlusion and acute myocardial 
infarction. We are fairly well agreed on a 
period of rest in bed of some five to six weeks 
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Sut it is in 
our subsequent management of these patients 
that our practice varies widely. It seems to me 
that we should bear in mind that our chief hope 
in their subsequent management is to provide ade- 


following acute coronary occlusion. 


quate time and conditions for collateral circula- 
tion to develop and we have very good rea- 
son to believe that this requires many months 
for its accomplishment. If we subscribe to 
that point of view, we will not allow these 
patients to resume work for months and in some 
instances for from one to two years. We may al- 
low them to be up eight to ten hours daily and 
they may be permitted to walk in moderation if 
They should 
be forbidden to resume business responsibilities, 
except in the most minor degrees, in that time. 
It seems to.me we should view their convales- 


it does not result in any distress. 


cence much as we regard the after-care of a 
patient whom we discover to have pulmonary 
tuberculosis. We do not hesitate to impose the 
strictest limitation on the latter patients for pe- 
riods of from six months to two years and to 
modify their way of life for an indefinite period 
thereafter. 

The studies of Blumgart, Schlesinger and Da- 
vis have taught us that angina pectoris without a 
history of acute coronary occlusion is associated 
with chronic and presumably slow closure of one 
or more branches of the coronary arteries more 
commonly than we had supposed. Closure of one 
or more branches is likely to be indicated when 
mild symptoms of angina pectoris suddenly be- 
come more severe or frequent, when angina pec- 
toris decubitus appears and when the anginal 
syndrome suddenly reappears after a patient has 
been free from pain for a considerable period 


after acute coronary occlusion. These patients 


demand especial care in their management and 
should be put to bed for rest periods not dissimi- 
lar to that advised for a patient who has had an 


The intensi- 
fication of their anginal syndrome simply means 
that the collateral circulation is not keeping pace 
with the advance in the average total degree of 
coronary sclerosis. 


attack of acute coronary occlusion. 


Some useful lessons may be inferred from the 
relation of electrocardiographic changes to coro- 
nary sclerosis. Generally speaking, the electro- 
cardiogram will show significant changes in acute 
coronary occlusion if it results in acute myo- 


cardial infarction. In a very large number of 
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cases in which acute myocardial infarction has not 
occurred the electrocardiogram is normal when 
coronary sclerosis and angina pectoris are pres- 
ent unless the tracing is taken during an attack 


Fig. 2. Reproduced from Smith’s thesis. Coronary artery 
injected according to the technic of Schlesinger. Normal heart 
injected through the right coronary artery alone. 

a. Cannula in right coronary artery. 


_ b. Left coronary artery. |Note: The left coronary artery 
is fully injected although the injection was carried out only 
through the right coronary artery.] 


of angina pectoris or during anoxia induced by 
having the patient breathe 10 per cent oxygen 
for a period of fifteen to twenty minutes. Since 
these electrocardiographic changes may be ob- 
tained only under these circumstances (Fig. 3), 
it may be inferred that temporary and severe 
impairment of cardiac function occurs from anox- 
ia of the heart muscle during an attack of angina 
pectoris. If we recall that many patients suffer- 
ing from angina pectoris have had chronic closure 
of one or more coronary branches and that under 
these circumstances, chronic or perhaps minute 
acute insular infarction is occurring as revealed at 
necropsy, we shall not look upon attacks of 
angina pectoris too lightly. We shall be deeply 
concerned that the patient modify the circum- 
stances which produce angina pectoris to a point 
where the attacks are not produced, prescribing 
rest in bed for considerable periods when this re- 
sult cannot be accomplished otherwise. More 
frequent and prompt resort to glyceryl trinitrate 
to cut short the attack of pain seems indicated by 
this conception of the disease. 

Finally, there is one aspect of the program of 
restriction to be imposed on patients suffering 
from acute coronary occlusion or on those in 


R65 





whom we suspect the development of chronic 
coronary occlusion that has not received sufficient 
attention. 


Whatever the relation of coronary 
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tentment with a lower level of activity which js 
the best portent that he will survive and enjoy 
a considerable period of future usefulness. 





During 
test 


Control 


Fig. 3. 
tained before the test is taken. 


Dur ing 
test 


Control 


Electrocardiograms obtained on two patients, In each case a control electrocardiogram is ob- 
Electrocardiograms are then obtained when the patients have breathed a 


mixture of air containing 10 per cent oxygen for a period of twenty minutes. 


sclerosis and stress of living may be, the fact re- 
mains that coronary occlusion and advanced 
coronary sclerosis occur frequently in those who 
have driven themselves to the breaking point. 
Very frequently these patients are grievously 
tired. A prolonged period of rest restores shat- 
tered nerves and enables the patient to relax as he 
has not done in years. He begins to look at him- 
self without emotion and to see the enormity of 
his past mistakes. He then resolves that upon 
resumption of activity he will adhere to a sensible 
program of living. The grayish pallor which 
often characterizes his facies in the early stages 
of his illness may give way to a more healthy 
pink. Such a patient evolves a philosophy of con- 
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2,000,000 EXTRA BABIES BORN WITHIN TEN YEARS 


A dividend for the United States of 2,000,000 babies 
in ten years is announced by statisticians of the Metro- 
politan Life Insurance Company in New York. In other 
words, by the end of 1943 according to their calcula- 
tions, close to 2,000,000 more babies will have been born 
in this nation since 1933 than would have been born 
if the 1933 birth rate had prevailed. 

The natian’s birth rate, they point out, yielded this 


866 


extra “without the propaganda and pressure which have 
characterized the intensive campaigns of the Axis coun- 
tries for more babies. 


“The greater fertility,” they conclude, “has been the 
voluntary expression of a free people who have faith 
in the future of their country.”—Science News Letter, 
September 25, 1943. 
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THE HYPERTENSION HEART 


GEORGE FAHR. M.D. 


Minneapolis, Minn. 


IXTEEN years ago I addressed the Duluth 

meeting of the Minnesota State Medical 
Society on the subject of the heart in hyper- 
tension.2, At that time I| calculated that some- 
where in the neighborhood of 140,000 persons 
with hypertension died in the United States every 
year, of whom 70,000 died of heart failure or 
coronary thrombosis. These figures have been 
In the 
intervening sixteen years I have had ample op- 
portunity for increasing my studies on the hyper- 
tension heart. With this added knowledge, I 
have very little to add to the material in that 
early paper. My experience at the autopsy table 
has, in the meantime, also become very much 
greater and | am now inclined to emphasize even 
more than at that time that coronary arteriosclero- 
sis is a very important factor in causing the death 
of these patients. 

| would now state that patients with high de- 
grees of hypertension may carry on without any 
symptoms of congestive heart failure from fifteen 


accepted by most writers on hypertension. 


to twenty years, if there is very little or no coro- 
nary arteriosclerosis associated with the hyper- 
tension. If there is a moderate or severe degree 
of coronary arteriosclerosis present, congestive 
heart failure or coronary thrombosis may cut 
As you well 


know, patients with aortic stenosis and aortic in- 


down this expectancy materially. 


sufficiency can very often carry out their daily 
occupations for many years before signs of con- 
gestive heart failure develop. In both valve de- 
fects we have the same kind of strain imposed 
Moreover, in both of 
these conditions there is a very definite decrease 
in flow of blood through those coronary arteries 
which are supplying the blood to the left ventricle 
which has the brunt of the increased cardiac work 
to carry. This is not the case in hypertension 
because, as the blood pressure rises and the work 
of the left ventricle increases, there is an increased 
flow of blood through the coronary arteries sup- 
plying the left ventricle which corresponds rough- 


upon the left ventricle. 


From the Department of Medicine at the Minneapolis Gen- 
eral Hospital and the University of Minnesota, Minneapolis, 
Minnesota. : 

Abstract of address at the annual meeting of the Minnesota 
State Medical Association, Minneapolis, Minnesota, May 18, 
1943, 
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ly to the rise in the mean blood pressure.” In 
severe aortic stenosis, although the work of the 
left ventricle is increased undoubtedly even more 
than in severe hypertension, the flow of blood 
through the coronary arteries supplying the left 
ventricle is decreased and the same is true to a 
lesser extent in aortic insufficiency. Therefore, 
everything else being equal, the tendency to fail- 
ure of the left ventricle is greater in aortic steno- 
sis and in aortic insufficiency than in hypertension. 
It is only when the coronary arteries are narrowed 
by an accompanying coronary arteriosclerosis and 
the blood supply to the left ventricle thereby re- 
duced that the rate of development of the ten- 
dency to heart failure will be the same in a case 
of high blood pressure as in a case of aortic 
stenosis and aortic insufficiency. 

Hypertension accelerates the speed with which 
arteriosclerosis develops in the coronary arteries 
so that the majority of individuals with hyperten- 
sion who die of heart failure show moderate to 
severe degrees of coronary arteriosclerosis. At 
autopsy we have frequently observed individuals 
with very little coronary arteriosclerosis who have 
lived fifteen or more years with their high blood 
pressure ; a few have lived over twenty years and 
an occasional one has lived twenty-five years. But 
when coronary disease develops to the point that 
the flow of blood to the left ventricle is decreased, 
then the rate at which heart failure symptoms de- 
velop is much more rapid. As you all very well 
know, there are many individuals with coronary 
arteriosclerosis who have never had any hyperten- 
sion or have only had a very mild degree of hyper- 
tension who, nevertheless, die of congestive heart 
failure. As Dr. Barnes is going to take up the 
subject of coronary arteriosclerosis, I am going to 
avoid a discussion of it as much as possible but 
[ want to emphasize that it is a major factor in 
the development of congestive heart failure as well 
as coronary thrombosis when hypertension is 
present. 

There is no question that the combination of 
hypertension with an occupation entailing severe 
physical exertion will bring about heart failure 
sooner than where the factor of physical exertion 
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is less. Yet I have been surprisd to see how long 
patients with occupations entailing considerable 
physical exertion will carry on with high blood 
pressure for long periods of time before conges- 
tive heart failure develops when the coronaries 
are very little narrowed through the process of 
coronary arteriosclerosis. 

In my earlier teaching of the characteristic signs 
of the heart in hypertension, I emphasized the 
boot-shaped heart as being characteristic of this 
diease, pointing out at the same time that it was 
also characteristic of the heart in aortic disease. 
| now want to add a word of caution to the boot- 
shaped heart as being diagnostic of hypertension 
Many people 


who have no hypertension or very mild degrees 


when aortic disease is ruled out. 


of it will show the boot-shaped heart on x-ray 
or percussion examination and the autopsy will 
show that they have coronary arteriosclerosis 
only. I have followed individuals for a number 
of years and they have been well examined for 
blood pressure previous to this period and some 
have never shown any hypertension and others 
only very slight degrees of hypertension. Then 
when the autopsy is performed, they will be 
found to have coronary arteriosclerosis and hy- 
pertrophied left ventricles. A decreased oxygen 
supply to heart muscle causes dilatation of the 
heart.® But dilatation causes an increased oxygen 
consumption and increased combustion of energy 
yielding materials in this muscle, just as increased 
work does.’** This increased oxygen consump- 
tion and increased oxidation of energy-yielding 
substances in the heart muscle is the most prob- 
able cause of hypertrophy. It has been customary 
for the x-ray man to make diagnoses of hyper- 
tension from the boot-shaped heart and I now 
want to warn against it just as | want to warn 
you from accepting increased weight of the heart 
without other evidence of hypertension as being 
unequivocal evidence of previous hypertension. 

I would like to warn against accepting a systolic 
murmur at the apex in hypertension as being 
diagnostic of leakage of the heart, in the sense of 
I find this mistake 
still being made. It is true there may be a rela- 
tive leakage of the mitral associated with a dilata- 
tion of the left ventricle but this is not what we 
usually mean by the term “leakage of the heart.” 
When we use the term leakage of the heart, we 
mean organic mitral or organic aortic disease and 
I think we should use this term accurately. 


an organic lesion of the valve. 
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I would like to point out that the blood pres- 
sure, especially the diastolic blood pressure, often 
remains high even in severe failure until towards 
the end but that the onset of severe coronary 
arteriosclerosis or a coronary thrombosis may re- 
sult in a drop in the diastolic blood pressure where 
hypertension has been previously present. 


As to the treatment of the heart in hyperten- 
sion, it differs not at all from the treatment of 
congestive heart failure produced by organic dis- 
sase of the valves. In the early stages reduction 
in the amount of physical exertion is, of course, 
to be advised. When frank heart failure is pres- 
ent, strict bed rest must be ordered. I am now 
inclined to put them all on low salt diets as soon 
as there is clinical evidence that heart failure has 
started. They may not have developed any edema 
but there is some evidence that increased salt in- 
take tends in itself to aid in the production of 
heart failure in hearts which have been decompen- 
sated or are about to decompensate. It isn’t at 
all difficult to get the daily intake of salt down 
around 2.5 grams by allowing no salt to be added 
to the food by the cook and adding no salt at the 
table. Salt-free butter can be obtained in most 
cities and in the country one can wash out the 
salt. Salt-free bread is hard to obtain but the 
patient can be admonished to use very little bread. 
Whereas the cereal foods contain wonderful stores 
of some of the essential vitamins, white flour 
when unfortified contains practically none and 
even when fortified is not yet complete protection 
against low vitamin content. Since lack of vita- 
min B, is another cause of heart failure, reducing 
the consumption of unfortified white bread is in 
itself a salutary measure in heart failure. If the 
salt intake is low, there will be very little tendency 
to edema formation, even with a daily intake of 
1500 c.c. of fluid and the low salt intake apparent- 
ly will help to put off somewhat farther the onset 
of clinical failure. Wherever there is congestive 
heart failure, digitalis will increase the mechanical 
efficiency of the heart and in doing so will reduce 
the venous pressure in the pulmonary veins and 
the systemic veins and with that reduction, dysp- 
nea and edema will usually disappear. Of course 
there is an end to all things and the time will 
arrive when digitalis will not restore the mechani- 
cal efficiency of the heart to a point at which 
clinical symptoms of heart failure will disappear, 
but one can frequently keep a heart going mod- 
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erately well through the use of digitalis for a 
number of years. 

Digitalis in approximately one Hatcher Brody 
cat unit per day for the 150-pound patient can 
be given every day, year in and year out, for 
many years without producing anything harmful 
to the patient’s heart or any other organ. Of 
course there are patients who have idiosyncrasies 
and cannot take full doses of digitalis but they 
are few in number. Before a heart starts to di- 
late, I am inclined to believe that digitalis should 
not be given but recent researches done by Dr. 
Erickson and myself have shown that digitalis 
will increase the mechanical efficiency of the heart 
even if clinical symptoms are absent when the 
heart has dilated and it is therefore indicated as 
soon as diltatation is definitely made out. There 
is nothing to.fear from digitalis in so far as rais- 
If digitalis 
raises the blood pressure it raises it only because 


ing the blood pressure is concerned. 


it increases the output of a failing heart. At 
the same time that it increases the work of the 
heart, it increases the mechanical efficiency of the 
heart so that the increased amount of work will 
be carried on with less energy consumption than 
when less work was carried out before the heart 
was failing and not under the influence of digi- 
talis. This statement is based on good physiologi- 
cal reasoning which is based upon studies of emi- 
nent physiologists and clinicians engaged in study- 
ing the pharmacological action of digitalis. 

I would like to recommend cedilanid in am- 
pules for the treatment of severe left and right 
heart failure when at the bedside in emergency 
situations. It works promptly, I think almost as 
promptly as strophanthin, is less dangerous than 
strophanthin and used properly intravenously 
will give very good results within a few hours’ 
time. I have seen patients with left heart failure 
come into the clinic with lung edema and terrific 
dyspnea, smiling and breathing easily within two 
or three hours following an injection of about 
1.6 grams of cedilanid intravenously. I would 
recommend .1 gram of this drug per 10 pounds 
of body weight for intravenous injection, half of 
it to be given at once and the other half within 
an hour or two. I myself frequently give the 
whole dose in one intravenous injection. When 
I recommend it to others, I advise a little more 
cautious application because our clinical experi- 
ence with this drug is a very recent one. 

The mercurial diuretics as well as theobromine 
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and theophyllin diuretics aid in the elimination of 
edema associated with the hypertension heart. 
Oxygen given by tent or by the Boothby mask, ad- 
justing the flow meter at six liters, often helps 
strikingy in bringing about compensation, especial- 
ly where coronary arteriosclerosis is present. Au- 
ricular fibrillation in hypertensive heart disease 
responds favorably to quinidine therapy in a 
higher percentage of cases if mitral stenosis is 
not present. I am convinced that the restoration 
of the contraction of the auricles aids the failing 
heart and probably reduces the tendency to auricu- 
lar mural thrombosis and embolism.** 


The treatment of the heart in hypertension is 
the same as the treatment of valvular heart dis- 
ease except that occasionally we can reduce the 
strain on the left ventricle in hypertension by 
means of blood pressure reduction through the 
use of potassium sulfocyanate. This must be 
given cautiously, the level in the blood not being 
permitted to go over 12 mg. per cent, and should 
not be given if there is severe renal arteriosclero- 
sis with reduced kidney function or if severe cor- 
onary disease is present. Therefore before be- 
ginning the treatment with potassium sulfocya- 
nate, kidney function must be measured by the 
concentration test and the phenolsulphonphthalein 
test and a good history and electrocardiogram 
must rule out severe coronary disease in so far as 
this is possible. I usually start this treatment by 
giving 1 grain of the drug t.i.d. checking the 
blood level at the end of each week and increas- 
ing the dosage by one or two grains a week 
until a blood level of 12 mgm. per cent is reached 
or the blood pressure has dropped nearly to the 
normal. Up to the present time I have experi- 
enced no unpleasant results from this treatment, 
other than flushing of the skin, which is an indi- 
About 
20 per cent of patients with high blood pressure 
will show marked drop in blood pressure, thus 
insuring in all probability some increase in life 
Many patients will not respond with 
significant drops in blood pressure and a continu- 
ance of the drug is not to be recommended ex- 
Another 20 
per cent will show moderate degrees of fall in 
blood pressure which should encourage the fur- 
ther use of the drug in these cases as an aid in 


cation for termination of the treatment. 


expectancy. 


cepting for the relief of headaches. 


prolonging life expectancy. The patients are 
treated ambulatory but the blood level, the blood 
pressure, and the patient should be checked at 
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monthly intervals for the sake of safety in giving 
this drug which can produce very unpleasant 
symptoms if not cautiously administered and 
checked. 
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PSYCHOSOMATIC ASPECTS OF HYPERTENSION 


A Review of the Literature 


WILLIAM H. HENGSTLER, M.D. 
Saint Paul, Minnesota 


NE of the formidable problems confronting 

the medical profession today is hypertension. 
In any discussion of this subject one must remem- 
ber that we have only limited knowledge of its 
causes and that most of the theories involving 
causation are still controversial and still not thor- 
oughly investigated or proven. Statistics show 
that in the United States there are about 140,000 
deaths every year which are due to hypertension, 
and that millions of other individuals suffer from 
it. Statistics of the Metropolitan Life Insurance 
Company show that almost one quarter of all peo- 
ple past the age of fifty years die from the ef- 
fects of hypertension in one or another of the 
vital organs. It appears to be confined largely to 
Studies that have been 
made of African natives, 


occidental civilization. 
native Chinese, and 
other races lead to the conclusion that hyperten- 
sion is relatively rare among those people. Ob- 
servers have found that the occurrence of hyper- 
tension in the southern negro is two and one-half 
times greater than that of the southern white per- 
son and Metropolitan Life Insurance statistics 
indicate that hypertension runs a more severe 
course in the negro than in the white.man. It 
is also interesting statistically that the blood pres- 
sure of foreigners living in China and in the 
tropics is lower than when they live in a temper- 
ate zone. 

In considering hypertension, one must divide 
it into two great classes. In the first class fall a 
large number of cases which are secondary to 
kidney disease, suprarenal tumors, toxemias of 





Read at the annual meeting of the Minnesota State Medical 
Association, Minneapolis, Minnesota, May 18, 1943. 


870 





pregnancies, and other frank physical disorders. 
The second class consists of those cases showing 
progressive elevation in both systolic and diastolic 
blood pressure in individuals who have no physi- 
cal disease demonstrable and in whom there is an 
absence of arteriosclerosis, kidney disease and 
other possible causative disease. To this second 
class is applied the term “essential hypertension” 
and it is with this group that this discussion is 
concerned. 

In studying the causes of essential hyperten- 
sion, one must consider kidney disease, age, he- 
redity, and the physiological and psychological 
backgrounds of the individual as well as disorders 
of the glandular systems in pregnancy or in the 
menopause and such other entities as tumors 
of the suprarenal glands. It must be remembered 
that there are normal fluctuations in blood pres- 
sure. Even hypertensives show wide fluctuations 
in their blood pressure. When the patient is up 
and around, variations will come, which may 
range from a few to several millimeters of mer- 
cury and during periods of rest there may be 
minor fluctuations in either hypertensives or nor- 
mal individuals. In severe hypertensives one 
frequently encounters periodic fluctuations, where, 
for a period of months at a time, the blood pres- 
sure will, for no apparent reason, have a substan- 
tial elevation, which will be followed by a lewer 
level for a period of several months more, for no 
apparent reason; all of which tends to prove that 
the etiology of essential hypertension is probably 
multiple and that the causes are complex in nature 
and up to the present time little understood. 

Blood pressure is, undoubtedly, maintained and 
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varied physiologically though the manner in which 
this occurs is still obscure. There are three fac- 
tors which may be considered in this governing 
mechanism. These are first, physical factors, 
such as the force of the heart beat, etc., second, 
nervous factors, which are concerned in the regu- 
lation of the size and caliber of arteries and cap- 
illaries, and, finally, chemical agents in the cir- 
culating blood, which, presumably, come from 
the kidneys or endocrine glands, and which seem 
to act upon the walls of the blood vessels, increas- 
ing or decreasing their caliber. There is little 
definite knowledge at this time about these chemi- 
cal agents although theoretically they appear to be 
the most important factor in the cause of essential 
hypertension. According to the preponderance 
of present-day opinion they come from the kid- 
ney. For twenty-five years or more the conclu- 
sion had gradually been formulated that essential 
hypertension was not caused by kidney disease. 
However, the experiments of Goldblatt have dem- 
onstrated that a persistent hypertension in animals 
can be produced experimentally that has all the 
characteristics of essential hypertension in man. 
Goldblatt has produced this condition by applying 
a silver clamp to the renal artery and producing 
renal ischemia. Varying degrees of ischemia in 
the kidney are produced by regulation of this 
clamp. Within a short time persistent hyper- 
tension follows, which varies directly with the 
degree of ischemia in the kidney. Also, changes 
in vessels and organs like those resulting from 
essential hypertension in man are produced and 
are especially well seen in the retina as they are 
in the human. In the opinion of Weiss and Eng- 
lish these experiments of Goldblatt lead us back 
to the theory of renal origin of essential hyper- 
tension. They ask “is the hypertension produced 
through intermediation of the nervous control of 
the kidneys, that is, nervous reflexes from the 
ischemic kidney, causing a generalized vaso con- 
striction, or is it a humoral mechanism? Is the 
ischemic kidney producing some effective sub- 
stance which acts through the blood stream to 
produce a generalized vaso constriction?” They 
go on to state that the first question seems an- 
swered in the negative because regardless of what 
is done to the sympathetic nervous system of 
the dog, nothing will lower the blood pressure 
They state 
that the whole sympathetic nervous system can be 
removed without lowering the hypertension. The 


after the renal clamps are applied. 
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work of Goldblatt and other experimenters also 
suggests that the endocrine glands are not impor- 
tant in causing hypertension associated with is- 
chemia of the kidney, but that they are important 
in determining the degree to which the blood pres- 
sure responds to this ischemia. Weiss and Eng- 
lish also state that “Evidence is accumulating 
which suggests the renal origin of essential hyper- 
tension in man in a manner comparable to that 
of experimental hypertension in animals.” It 
may also be considered possible, therefore, that 
normal variations in blood pressure may be due, 
to some extent, to the action of these theoretical 
chemicals which the diseased kidney either adds 
to or fails to subtract from the circulating blood. 

The psychosomatic aspect of hypertension em- 
bodies the study of the entire individual. ‘The 
concept of psychosomatic medicine is that man 
and his environment form an interacting unit and 
that mind and body are aspects and not parts.” 
The relationship which exists between psycholog- 
ical processes and resultant physiologic reactions 
in the individual is still controversial. Weiss and 
English in “Psychosomatic Medicine” illustrate a 
summary of the pathogenesis of essential hyper- 
tension by a diagrammatic pyramid, which repre- 
sents the hypertensive individual with his heredity 
and environmental acquisitions. The base of 
this pyramid is made up of constitutional and 
hereditary factors. The sides consist of inter- 
related factors such as gland systems, kidney 
and arterial disorders, and anxiety, emotional 
stress, and unconscious conflicts. The psychoso- 
matic aspect of hypertension envisions causes 
arising both in heredity and environment. Hered- 
itary causes render the individual incapable of 
making proper adjustments to problems found in 
his environment and, therefore, the individual re- 
acts adversely due to a combination of these 
factors. As a result of reacting adversely to the 
problems of his environment, tension develops for 
which there is not adequate relief. This, in turn, 
causes certain somatic disturbances which result 
in hypertension. The psychosomatic aspect em- 
phasizes concealed hostility and aggression which 
are repressed and thereby increase tension. Weiss 
and English state, “Investigators, notably Alexan- 
der and Saul, find that hypertensive patients show 
external friendliness and self-control, beneath 
which there are strong aggressions and anxiety. 
The anxiety grows out of the danger which 
these repressed aggressions would create for the 
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security of the individual if they were allowed 
expression. It is as if the inner psychological 


tension of the aggression found expression 
through heightened arterial pressure**** Latent 
hostility and repressed aggression are found in 
every neurosis, but the difference, as noted in 
hypertension, is explained by Saul, who finds 
the hostility in hypertensive persons to be in- 
tense, chronic, inhibited, near to consciousness 
and perhaps to motility, but not adequately re- 
pressed or bound as in an organized neurosis. 
He finds these people are neither able to satisfy 
passive, dependent wishes, nor to clarify the 
hostile ones and hence they remain blocked in 
both directions.” 


‘rom the psychosomatic standpoint the treat- 
ment of hypertension stresses the treatment of the 
individual rather than the treatment of blood 
pressure. Careful investigation is advised to 
eliminate physical causes. Should these be found, 
they are, of course, dealt with properly. In es- 
sential hypertension, however, which presumes 
no physical cause, the treatment from the psycho- 
somatic standpoint must embody a study of the 
individual with analysis of his conflicts and his 
emotional disorders. Attention of the patient 
must be directed away from the height of his 
blood pressure. Palmer calls attention to the 
factor of mental stress in essential hypertension. 
Weiss and English observe that rest and reas- 
surance are the factors which are stressed in the 
usual medical management of the disease, but, 
they state, a patient cannot be reassured about 
his condition if his attention is constantly fo- 
cused on his blood pressure and he certainly can- 
not rest if he is pre-occupied with ideas of a 
stroke, heart failure, and kidney disease. Pal- 
mer calls attention to the fact that when an 
individual reaches the hypertensive period of life 
he has formed definite habit patterns and that 
this type of individual has always been hyper- 
kinetic and overactive and that he psychologically 
is full of hostilities and aggressions. He doubts 
the ability of the physician to change radically 
this basic pattern so late in life and concludes 
that the therapy of enforced rest for essential 
hypertension is open to question. He believes 
it more logical to follow Meninger’s suggestion 
that the patient be allowed to use those forms 
of somatic exercise that he likes and that agree 
with his physical condition. He concludes that 


if the patient is allowed to express himself within 
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sane limits, and if this expression is such that he 
can relieve his inner tensions by walking, golf- 
ing and working at his usual trade or calling, he 
will be happier and that it is doubtful whether 
his life will be shortened to any considerable 
extent. 


Palmer points out that in the regulation of 
work a week-end outing is not sufficient therapy 
for a tense week of work and frustration. He 
believes that if difficult situations are met during 
the days of the week, the somatic exercise should 
be taken at those times instead of on the next 
week end. “The patient should have a program 
that would enable him to relax from his mental 
work during the day by taking some light physi- 
cal exercise followed by a rest period more than 
once during the day.” In addition, he believes 
that the home life should be planned without 
evening or night work and with frequent periods 
of light exercise and mental relaxation. Further- 
more, vacations should be short and numerous 
rather than once a year. There should be long 
hours for sleep or rest in bed. 


The psychosomatic concept of treatment for es- 
sential hypertension further stresses that the pa- 
tient be allowed ample opportunity to air his 
troubles and that the physician extend to him a 
sympathetic and encouraging attitude. The pa- 
tient should be encouraged to come in frequently 
and have reasonably long visits with the doctor, 
in which he is given an opportunity to talk over 
his problems and to air his troubles and to receive 
friendy reassurance from the physician. There 
is no object in prohibiting the use of alcoholic 
beverages, tobacco, or normal sex life. The 
psychosomatic aspect of treatment embodies the 
theory that the repressions and increased hostility 
and aggression, which results from denying the 
patient his normal mode of living, increase the 
tension within himself and thereby aggravate, in- 
stead of help, the hypertension. It believes that 
release of tension through normal habits of life, 
properly but not too strictly regulated, is advis- 
able. It believes, furthermore, that fear and 
anxiety generated by constant advice from the 
doctor to be careful because of the danger of a 
stroke or heart failure, or some other catastrophe, 
are definitely detrimental in the treatment of es- 
sential hypertension. The psychosomatic aspect 
advocates proper medical management, but no 
surgical intervention. It advocates analysis of 
the personality of the patient with release of ten- 
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sion through psychological means, thereby setting 
in motion the proper psychosomatic mechanism 
whereby blood pressure will be lowered, and 
whereby the life of the individual will be least 
disturbed and the happiness of the individual not 
destroyed. , 

Summary 

One of the formidable problems confront- 
ing the medical profession is hypertension, the 
causes of which are not competely known. In 
the United States there are about 140,000 deaths 
every year, which are due to hypertension and 
millions of individuals suffer from this condition. 
[t appears to be confined largely to occidental 
civilization. Studies which have been made of 
African natives, the Chinese, and other races 
produce the conclusion that hypertension is rela- 
tively rare among those people. Observers have 
found that occurrence of hypertension in the 
southern American negro is two and one-half 
times greater than that of the southern white per- 
son. Metropolitan Life Insurance statistics indi- 
cate also that hypertension runs a more severe 
course in the negro than in the white. 

In studying causes of hypertension one must 
consider kidney disease, arterial disease, age, and 
the physiological and psychological background 
of the individual. There are normal fluctuations 
in blood pressure. It is maintained and varied 
physiologically in a manner not well understood. 
Three factors may be considered in this governing 
mechanism. These are physical factors such as 
(1) the force of the heart beat; (2) nervous fac- 
tors which are concerned in the regulation of 
the size of arteries and capillaries; (3) chemical 
agents, presumably from the kidneys or endocrine 
glands, which seem to act on the walls of blood 
vessels, increasing or decreasing their caliber. 
There is no exact knowledge about this regulating 
and controlling mechanism, but various theories 
have been advanced, of which the preceding 
seems one of the most rational. 

The psychosomatic aspect embodies the study 
of the entire individual. ‘“The concept of psycho- 
somatic medicine is that man and his environ- 
ment form an inter-acting unit and that mind 
From this 


” 


and body are aspects and not parts. 
point of view in considering the causes of hyper- 
tension one has to envision, therefore, causes 
arising both in heredity and in environment. 
Heredity is responsible for inability to make 
proper adjustments found in the environment. 
Therefore, the individual reacts adversely due to 
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This adverse 
reaction results in tension for which there is no 


a combination of these two factors. 


adequate release, which, in turn, causes certain 
somatic disturbances resulting in hypertension. 
Irom the psychosomatic standpoint the treat- 
ment of hypertension stresses the treatment of the 
individual rather than the treatment of the blood 
pressure. Physical causes such as kidney disease, 
arterial disease, or glandular disorders should, 
of course, be dealt with properly. In the so- 
which 
presumes no physical cause, the treatment must 
embody a study of the individual with analysis 
of his conflicts and his emotional disorders. At- 
tention of the patient is directed away from the 
height of his blood pressure. He is given an 
opportunity to release, through his medical ad- 
visor, the conflicting forms of tension which ex- 


called essential hypertension, however, 


ist in him due to his improper reactions to his 
environment and his fundamental maladjust- 


ments. He is given reassurance and is advised to 


turn his attention away from his blood pressure 
and to lead a normal life in so far as is possible. 
The psychosomatic concept believes that the vari- 
ous surgical procedures devised for treatment of 


hypertension cannot be expected to lower the 


blood pressure by a pure physiologic means such 
as relieving constriction of the smaller blood ves- 
sels or by decreasing the secretion of adrenalin. 
Psychosomatic medicine believes that psychother- 
apy is the most important part in the treatment of 
hypertension and that its wide use is to be en- 
couraged. It believes in medical management, 
but that the wide use of operation is not to be 
encouraged. 
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MEDICAL MANAGEMENT OF EARLY CASES OF HYPERTENSION 


SIMON G. SAX, M.D. 
Duluth, Minnesota 


HILE the medical management of the early 
cases of hypertension may appear disap- 
pointing in specificity, none the less, I feel a 
buoyant and enthusiastic attitude toward the treat- 
ment must be maintained by the attending phy- 
sician. These early cases, which are uncompli- 
cated as yet by the “wear and tear” of hyper- 
tension of longer standing, require special atten- 
tion in order to shield and buffer the body against 
the pathological changes occurring in the more 
advanced hypertensive individuals. I consider 
the early cases as the uncomplicated cases, early 
not from the standpoint necessarily of time, but 
rather from the standpoint of freedom from com- 
plications in the heart, the kidneys, and the brain. 
Certainly there may be some early hyperten- 
sives who require no drug therapy and little 
supervision. Recently Master and his colleagues® 
tell us that hypertension at the age of forty or 
over is so common that a mild degree or perhaps 
a moderate degree can no longer be considered 
abnormal. Many of us might have difficulty in 
accepting this opinion. 

Hypertension, however, is a very serious con- 
dition. Approximately 25 per cent of all deaths 
after the age of fifty are due to hypertension. 
Well over 250,000 people per year die from hy- 
pertension or its sequel. 

Confusing indeed must it be to the practicing 
physician who daily is circularized through the 
mail, in medical advertisements, or by detail men 
on the alleged miraculous hypotensive drugs strik- 
ing in complexity, varying in nature, comprising 
everything from the Vitamin A to the Viscum 
Album (extract of mistletoe). 

Treatment of the hypertensive must further 
be considered with two objectives in mind: (1) 
the relief of symptoms; (2) the lowering of 
blood pressure. If we are to draw any conclu- 
sions from the legion of publications one can 
readily observe that relief of symptoms is more 
frequent of accomplishment than is lowering of 
blood pressure. Further, the fact that blood pres- 
sure readings in the hypertensive are labile and 
not static is only too well known to all of us. 


Read at the annual meeting of the Minnesota State Medical 
Association, Minneapolis, Minnesota, May 18, 1943, 
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Ayman’ has stated that the symptoms associated 
with hypertension “may be relieved by mental 
suggestion inherent in any seriously or enthusias- 
tically prescribed method of therapy.” Paren- 
thetically, confidence in the doctor by the patient 
would appear all important. 


Our capacity for reducing the blood pressure 
is not so encouraging as is our ability to relieve 
the symptoms. Goldblatt, Kahn, and Lewis‘ in 
their experimental work on the dog in which 
blood pressure elevation was established by the 
Goldblatt clamp were uniformly not successful in 
reducing the blood pressure with a long list of 
substances which had been used or are still being 
used in the treatment of human hypertension. 
Their work was exhaustive; their results, uni- 
formly negative. Obviously, the psychogenic 
factors were not so markedly present in the dog 
as they are in the human. Certainly all of their 
negative therapeutic results cannot be _ bodily 
transferred to interpretation for the human. 
None the less, we must adopt a critical attitude 
toward the many so-called hypotensive drugs and 
hypertensive therapies. 

Sedation has certainly earned a place for itself 
in the management of the hypertensive. The 
central nervous system depression with its attend- 
ant mental relaxation and rest afforded by the 
barbiturates and allied drugs are indeed helpful. 
The dosage, of course, must be individualized 
for the patient and prescribed to meet the vary- 
ing situations. A good night’s sleep is all im- 
portant. A new schedule for life must be estab- 
lished. Insults to the vascular system can often 
be avoided by teaching the patient to relax. A 
good dictum for the hypertensive would certainly 
seem to be—relax and you'll last longer. 

From an academic standpoint, since hyperten- 
sion is associated with increased arteriolar resist- 
ance, the vasodilators would appear to be the 
drugs of choice in the treatment of early hyper- 
tension. However, many unpleasant symptoms 
are at times associated with their use. While glyc- 
eryl trinitrate (nitroglycerin) administered be- 
neath the tongue and amy] nitrite administered by 
inhalation are helpful in angina pectoris, other 
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longer lasting nitrites such as sodium nitrite and 
erythrityl tetranitrate (erythrol tetranitrate) have 
failed to receive much popularity in the treatment 
of the hypertensive because of the unfavorable 
symptoms produced of headache and palpitation, 


which are often more distressing than the disease 
itself. 

The xanthine derivatives such as aminophyllin, 
phyllicin, and related drugs are highly popular 
in the management of the hypertensive, perhaps 
less by reason of any known lowering of blood 
pressure or relief of symptoms, but rather with 
the hope that the vasodilation so produced will 
be helpful in avoiding later complications. Their 
use in liberal dosages would seem to be justified. 

Thiocyanates afford great help in certain early 
cases of hypertension. In approximately 50 per 
cent of the cases, a lowering of the blood pressure 
is noted with an allaying of certain disagreeable 
symptoms. The systolic blood pressure is more 
readily influenced than is the diastolic so that 
the lowering of the mean blood pressure is often 


not so startling. 

Barker? in 1936 suggested the need for blood 
cyanate concentrations of 8 to 12 mg. per cent 
in acting as a good guide to effective treatment 
and to avoid intoxications. Massie and his as- 
sociates® have recommended a somewhat ower 
optimal blood cyanate level of between 5 to 7 
mg. per cent. The guide to the proper dosage, 
obviously, is the blood level and the relief of dis- 
The amount of the drug required to do 
this is highly variable, often 3 to 15 grains per 


tress. 


day. Some patients require only 3 or 4 five-grain 
Weekly blood 
concentration determinations should be made un- 
til the dosage is established. Then a blood con- 


doses per week for maintenance. 


centration determination should be ‘carried out 
at least once a month to check this proper level. 
The exact mode of action of the thiocyanates in 
reducing blood pressure is not understood. 

A great variety of unfavorable symptoms is 
sometimes noted with thiocyanate therapy such as 
skin eruptions, nausea, vomiting, diarrhea, mental 
confusion, precordial pain, delirium, convulsions, 
and even death. The ability of the kidney to ex- 
crete the thiocyanate is obviously important. In 
early hypertensives this is not so clearly a factor 
since kidney function is usually intact. However, 
as Russell and Stahl"! have pointed out, some 
individuals have an idiosyncrasy for the drug so 
that there is a relatively low margin of safety be- 
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tween the therapeutically effective dose and the 
fatal one. An intelligent and cooperative patient 
is certainly very helpful. Continuation with the 
drug after improvement is noted is important 
since the discontinuance of the drug usually 
brings forth a return of symptoms. Obviously, 
cyanates are not a cure for hypertension. The 
drug seems more effective in hypertensive indi- 
viduals who have a macrocytosis*. Potassium 
thiocyanate when used intelligently with proper 
blood determinations as a guide is a helpful aid 
in some cases of early hypertension. 

Diets have often been advised for the treatment 
of hypertension. There has been little evidence 
to support the restriction of protein or the limi- 
tation of salt in the diet of the early hyperten- 
sive. Obviously, the obese individual could well 
reduce to the proper weight for his height and 
age in order to protect the heart from useless 
work. Hypertension and obesity frequently oc- 
cur together, representing perhaps a constitution- 
al familial disorder. This loss of weight does 
not necessarily carry with it a drop in blood 
pressure. 

Certain hygienic measures are properly insti- 
tuted in the management of the early hyperten- 
sive. Constipation when present obviously should 
While it may be controversial, it 
would seem well that tobacco be restricted as 
much as possible. 


be corrected. 


This is particularly true in 
those sensitive individuals in whom smoking 
causes an added blood pressure elevation or who 
are unusually stimulated by smoking. In line 
with a philosophy of moderation in all things, 
alcohol would also be best restricted and, if nec- 
essary, eliminated. Mild exercises or restrict- 
ed exercises, adapted to the individual, are per- 
fectly satisfactory. 

Hypertensives do not tolerate hot weather well. 
It has been shown that the blood pressure of 
many such individuals often rises in hot rooms. 
Further, frequent vacations are helpful. 

The humoral mechanism for hypertension ad- 
vanced recently in this country by Page and his 
workers’ and by Houssay and his South Ameri- 
can group’ represents a new and fascinating in- 
terpretation of the subject with the possibility 
of further developments. The secretion of an 
enzyme called renin by the ischemic kidney, the 
action of this enzyme on a blood globulin (renin 
activator or hypertensinogen) giving rise to a 
which is 
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substance —angiotonin or hypertensin 
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vasoconstrictor in action gives freshness to the 
subject. Further, the neutralizing effect of a 
substance—‘‘hypertensinase” 
vidual which destroys this vasoconstrictor mate- 
rial is indeed interesting. 


in the normal indi- 


Grollman, Williams and Harrison*:* as well as 
others have reported on the treatment of hyper- 
tension with renal extracts. Their ability to 
reduce blood pressure by these depressor sub- 
stances from the kidney was at times startling. 
As yet, this work is in an experimental stage. 
The drug apparently is costly. It would appear 
too early as yet to draw any conclusions from a 
general clinical viewpoint. We do not know 
much about the treatment of hypertension with 
renal extracts over a period of time—over a pe- 
riod of years. Houssay and Braun-Menendez’ in 
a recent publication fully cover the possibilities 
of specific treatment of hypertension based on 
the humoral interpretation from an academic 
and research viewpoint. However, we are not 
as yet able to give full clinical application to their 
suggested therapy with the 
the renal extracts. 


various elements of 
This aspect of the subject 
It may yet afford a basis for 
specific treatment of early hypertension. 


may be promising. 


NORMAN 


These South American authors’ end with “the 
hope that in the near future research will give 
medicine a more powerful method to fight arterial 
hypertension.” 1, too, may well end with this 


hope. 
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GENERAL CARE OF THE AGED 


J. F. NORMAN, M.D. 
Crookston, Minnesota 


T a time when we are endeavoring to raise 
and to maintain an army of some 11,000,000 
we are becoming conscious of the great 
number of aging people in our population. In 
1941 these people aged sixty years and over num- 
bered 13,600,000. There were 9,200,000 in the 
age group over sixty-five years. With such a 
group, many of whom are dependent or incapac- 
itated by disease or age, we have a problem which 
is both economic and medical. This group of 
thirteen million persons will require more than 
average care whether employed and self depend- 
ent or not. Their disabilities will be more of a 
chronic nature of long duration. 
tion of younger 


men, 


As the propor- 
persons in the population de- 
clines, and the acute and infectious diseases are 
mastered, there will be an increasing number of 





Read at the annual meeting of the peanacente State Medical 
Association, Minneapolis, May 17, 194 
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involutional and degenerative conditions which 
will make up an increasing portion of the physi- 
cian’s practice. With such a group the physician 
must now be prepared to work. To do so will 
require renewed study of the process of aging 
and of the disease conditions which are peculiar 
to this age period.® 


This table is presented to call attention to the 
large number of aged people, ten per cent of the 
whole population, or 13,600,000 sixty years and 
over. It is encouraging to note that 2,700,000 at 
sixty years and over are self-dependent because 
of current earnings. This table will also bring 
out the small number of patients provided for in 
homes, only 145,000 out of 7,300,000 dependent 
people and an additional 102,000 in hospitals for 
mental disease. 


The rapid increase of the aged in the popula- 
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DATA RELATIVE TO EXTENT OF DEPENDENCY 
AMONG AGED’° 





1941 


60 Yrs. 65 Yrs. 
and over | and over 





Status of Persons Sixty Years of 
Age and Over Dependent Primarily 
on Specified Means of Support 


Total | estimated number of persons 





in U.S. A. 3,600,000) 9,200,000 
Self-dependent 6,249,000) 3,382,000 
By reason of 
1. Old age and survivors’ insurance 
under Social Security Act 100,000; 100,000 


2. Municipal pensions and private 
industrial pensions 

3. Insurance annuities 

4, Savings, real estate, or 
securities 

5. Current earnings 

Det pendent 

1. Supported wholly or partially by 
public or Social Agencies 
a. in receipt of general public 

assistante (unemployment 


159,000 
428,000 


137,000 
338,000 
2,291,000} 1,290,000 
2,770,000} 1,040,000 
7,351,000) 5,218,000 


3,025,000} 2,586,000 





or poor relief) 410,000} 160,000 

b. in receipt of organized private 
charity 15,000 10,000 
c. in public homes 65,000 53,000 
d. in hospitals for mental disease 102,000 88,000 
e. in private homes for aged 80,000 53,000 

2. On children, other relatives, ane 

friend (wholly or almost who 

ty) : 4,326,000} 2,632,000 








(From Shearon, Marjory: Old Age Pensions, S. Res. 129, 
77th Congress, 1st Session, U. S. Government Printing Office, 
1941. Taken from—The Care of The Aged, Thewlis—1942.) 


tion is a phenomenon of modern life. Among 
wild animals very few individuals live much be- 
yond maturity. As soon as there is some slowing 
up some predator terminates the life of the slow 
or ill. Primitive man must have had a small 
number of survivors past middle age. Such sav- 
ages were food gatherers and not food producers, 
and the result was that food scarcity was the 
normal condition among the less favored of them. 
Surprisingly enough some did survive to late 
life as is attested by the fossilized remains of 
some few individuals. The bony remains of such 
primitive men have been found in France and 
elsewhere, Neanderthal in type, and must date 
back thirty-five to fifty thousand years or more. 
Age was proved by the senile type of jaw with 
extrusion of the teeth. The skull of the “Old 
Man of Cro-Magnon” was another such find, per- 
haps dating back thirty thousand years.* 

There are few very old individuals among the 
Egyptian mummies and these show the involu- 
tional changes of aging. Down through the cen- 
turies there was very slow improvement in life 
expectancy and it was not until comparatively 
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recent years that marked improvement has taken 
place. 

The stress of modern living has been blamed 
for many of the degenerative diseases of old 
age. It would seem that the primitive food gath- 
erer must have had a much more exciting life 
than ours, and, in so far as he was capable of 
reasoning, his must have been a life of constant 
mental stress. It is true that the diseases which 
we associate with old age are not often found 
among primitive peoples, the main reason being 
that their lives are short and that they do not 
enter the period of life where such conditions 
are common. Where their living conditions are 
improved, their life expectancy increases and 
then the neoplasms, cardiorenal diseases and oth- 
er degenerative conditions appear. Such changes 
are due not so much to civilized living conditions 
and civilized food as to added years of life. 

The 1940 census brought to our attention the 
fact that while this increase in life expectancy has 
been rapid in the last generation most of the 
gain has been in the reduction of mortality in 
the younger age group. This increased expect- 
ancy is due to improvement up to ten years and 
with very little improvement after sixty years. 
In Minnesota in 1870 40 per cent of all deaths 
were in children under nine years and 75 per cent 
of deaths were persons less than forty years of 
age. At present only 8.2 per cent of deaths are 
under five years, 19 per cent up to forty years, 
and less than half of deaths before sixty years. 
More than half of our Minnesota pioneers were 
under twenty-one years during territorial days.’ 

The accompanying table for Duluth, Minneso- 
to, illustrates this trend very well. This was pre- 
pared by Dr. E. L. Tuohy, Duluth, Minnesota.” 


AGE LEVEL EXTENSIONS 
Duluth, Minnesota 








1900 1937 1940 
Average Age at Death 26.79 58.65 62.00 
Deaths under one year 24% 5% 5.2% 
Deaths over 75 4% 25% 32.1% 
Deaths at 45 or over 24% 79% 83% 














Dublin? has pointed out that this group of aged 
people will increase threefold in numbers in the 
next fifty years if present trends continue. 
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While the number of workers of twenty to sixty- 
four years will remain about the same, the ra- 
tio of the aged to the workers will change from 
the present six to fifty-six upward to seventeen 
to fifty-six by 1980. There will continue to be 
a drop in the age group below twenty years. The 
present wartime increase in birth rates will not 


change present age trends for thirty years. Ina 
totalitarian state this problem might be adjusted 
easily. The young would be valuable and every 
effort would be made to preserve them for fu- 
ture soldiers and mothers of soldiers. The in- 
firm among the aged would be an economic lia- 
bility to the super state. The weak and helpless, 
especially the mental cases, might be “liquidated.” 


There may be some unthinking neglect of the 
aged. Human sympathy may be very ready but 
its application to the problems of the aged may 
not be very practical and this often applies to the 
relatives and friends of the aged patient as well 
as to the public. Perhaps the medical profession 
may not have given this subject the study it de- 
serves ; because of evident senile changes the pa- 
tient was not given the attention needed. 


With such increase in the number of aged per- 
sons in the population, medical practice will have 
to adjust itself. The physician must determine 
whether any illness is due to disease or to aging. 
These patients are subject to many of the ill- 
nesses of younger people and are prone to a 
group of disease conditions peculiar to their age 
group. While in youth, disabling illness is likely 
to be acute and of short duration, in old age, 
illness may be of a type which will last weeks or 
months. Morbidity statistics are affected by the 
increased age of these patients, this group having 
not only a high mortality rate but also a high 
rate of disabling sickness. The number of in- 
valids per thousand increases rapidly with the 
years ; while the average rate was eleven per thou- 
sand for all ages, the number of invalids per 
thousand between the ages of sixty-five and sev- 
enty-four was 53.5. Many of the changes noted 
may not be due to aging but to some form of 
organic disease. Practice of medicine will de- 
pend much on the age level of the population. 


The medical profession through immunization, 
better sanitation and improved medical care has 
been largely responsible for this increase of the 
aged among us. The profession must meet the 
challenge of this responsibility of caring for these 
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people; added years without comfort wou!d be 
worthless. The profession will have to adjust 
itself to such practice as larger numbers of the 
physicians’ patients will be from this class, which 
has increased thirty-five per cent in numbers 
since 1930. 


The aged may be divided into three classes 
from the point of view of care. 


1. Those who are fairly active, mentally clear, 
and who continue to some degree in their work 
or profession. 


2. Those who may be physicially disabled but 
mentally fairly normal. They may have retired 
on a competence or they may be dependent. 


3. The aged who are helpless. This may be 
mental or physical. 


For these old people in the first group who 
are willing to work, the most logical thing would 
be to have them continue, the work perhaps modi- 
fied so that there may be less responsibility and 
less physical strain. Previous to the war there 
was a tendency to voluntary or forced retire- 
ment at the age of sixty-five. Many of these re- 
tired workers were at a loss and without zest for 
living. On his part the worker should be willing 
to accept a change in work with possibly a lower 
wage. 

Carlson’ has summed up this employment sit- 
uation in a recent article. He emphasizes how 
well the present labor shortage has proved the 
worth of the older worker and that work will 
improve the health and mental attitude of these 
people. He believes that a life of leisure should 
not be held up as the aim of the worker or pro- 
fessional man of sixty-five years. He believes 
that while Social Security for our aging popula- 
tion is right in principle, it should take some form 
of useful work or other service which these 
people can give and not in the form of pay for 
doing nothing. 

During the present emergency many of these 
older workers have been called back into indus- 
try, and among the professional men are many 
retired physicians who have been brought back 
to fairly active work, much to their increased 
happiness. They feel that they are helping with 
the world’s work and they keep in better health. 

It seems that some large industrial concerns 
continued to employ men up to eighty years, both 
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in ordinary labor and in the skilled trades. Edsel 
Ford® reported that while in 1900 only 23 per 
cent of his employes were between ages of forty 
and sixty-five, this number has now increased to 
37 per cent in that age group. The Douglas Air 
Craft and Chrysler Corporations both continue to 
employ old workers ; the Dodge plant has an “Old 
Man’s Division” of ninety-nine workers whose 
age average sixty-six years with some of them 
over eighty years. This experiment has been 
under way since 1934 and it is not due to the 
abnormal conditions of the war. Aged agricul- 
tural workers are valuable and the life should be 
healthful. It is of interest to know that the 
estimated number of individual wage earners in 
the Twin Cities area in 1938-39 was over 24,600 
persons aged sixty years and over out of a total 
of 300,000, or about 8 per cent.2 The employ- 
ment of these people is emphaized here as it is 
felt that such occupation is often a prophylactic 
measure and may be curative in those who are 
depressed because of being out of the activities 
around them. 


With those who are physically disabled but 
mentally normal, a different problem arises. 
Many of them find ways to be useful and can 
perform some degree of service. Many will be 
dependent on family or on the public and they 
are justly entitled to sufficient aid to keep them 
comfortable. Medical service should be such 
that they do not suffer needlessly. The happiest 
environment should be in their homes as long as 
possible, deferring institutional care until it be- 
comes a necessity. Some light work is helpful 
and interest should be developed in a hobby or 
avocation. Putting these old people into new sur- 
roundings, away from home and relatives, in the 
company of helpless individuals, will tend to 
hasten mental changes and to bring the patient 
into the class of the completely helpless old men 
and women. 


The third group, the mentally or physically 
helpless, belongs definitely in some institution. At 
present our small hospitals are crowded with such 
patients who take up rooms needed for the usual 
hospital patient. They are hard to manage and 
their care is time-consuming. It is questionable 
whether such care is as good as could be had in 
a Sanitarium devoted entirely to such cases. It 
would seem that sometime there will be some 
such plan as that provided for tuberculous pa- 
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tients on a county-wide basis. 


On January 1, 
1943, 18 per cent of the population of the local 
hospitals in Crookston were patients of sixty-five 


years or older. True, many of them were sur- 
gical or medical cases which would stay but a 
short while. About half of them were helpless, 
senile individuals who were sent in because there 
was no other way to care for them and many of 
them remain until death. 


While preventive medicine has been largely 
responsible for the vast savings in human re- 
sources among the young, it cannot be applied in 
mass effort in the care of the aged. The applica- 
tion of preventive geriatrics will be individual and 
will not be concerned with preventing aging. 
We can only hope to modify the consequence of 
aging. This distinction and definition is made 
by Steiglitz.° The effort should be made, he 
states, to try to modify the process of growing 
older so as to avoid some of the tragedies of long 
years without health. A periodical health ex- 
amination would be necessary and should be 
complete. Steiglitz perfers to call it a health “in- 
ventory.” As the patient grows older he should 
learn something of the problems of advancing 
age. Careful examination or “inventory” may 
discover some of the early signs of cardiovascular 
abnormalities which may be modified by proper 
care. Any change in function of any organ will 
be noted and investigated as will any change in 
general well being. 


Very early diagnosis may mean eradication of 
malignancy, conservation of a failing heart, or 
prevention of further damage in genito-urinary 
conditions. At this period an effort should be 
made to encourage the patient and so try to pre- 
vent some of the depressive mental states which 
are common without organic background. 


One of the first difficulties encountered in car- 
ing for the aged is their indifference to health 
matters. They are inclined to postpone taking 
care of themselves and to neglect such conditions 
as bleeding, new growths, loss of weight, or re- 
cent “indigestion.” It is difficult to determine 
what method would best succeed in getting these 
people to apply for and to accept adequate care 
early enough. In a recent cancer control study 


in Connecticut, of 158 successive cancer patients 
admitted to the New Haven Hospital over 80 
per cent had delayed seeking or following medical 
advice.* 
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The question of exercise for the aged is one 
that should be discussed with each patient. The 
aged worker may be getting enough evercise. The 
ambulant patient should have exercise fitted to 


his case. As a general rule strenuous exercise 
after sixty is not beneficial and may be harmful. 
Too often the aged person will want to prove 
himself strong and well. He may overdo and the 
result may be bad. Such a person should have 
advice on the matter and he should be told that 
no exercise or system of exercises will bring back 
wasted aged muscles or keep them from wasting. 
Exercise never has brought back a failing heart 
to normal and does not delay any of the other 
changes due to involution. There is danger in 
sudden spurts of exercise and some patients will 
experience shortness of breath, chest pain or pain 
in the legs. These are warnings. In the North 
we have the example of sudden death shoveling 
snow, pushing a stalled car, or other sudden over- 
work when the temperature is very low. Mod- 
erate exercise is of decided benefit and has the 
added value of getting the patient into pleasant 
contact with others. 


Rest periods should be regular and the old 
person should have good noon time rest. A long 
night’s rest should be the rule. These rest periods 
should alternate with exercise, graduated to the 
condition of the patient. Every effort should 
be made to prevent these people from becoming 
bed ridden. The patient with a circulatory handi- 
cap would require more rest as would one who 
has any other disabling illness. 


Summary 


The family physician can best care for the 
aged in his community. He has known these 
people for years. He can advise and direct them. 
Care of the aged will be a large part of medical 
practice in the future; care for the aged workers 
that they may continue at work and for the help- 
less that they may be comfortable. The aged 
patient who is not helpless is better off at home 
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where he may be in contact with relatives and 
friends. The helpless would be better off in 
sanitariums where more expert help could be 


had. 


Cardiorenal diseases will constitute a great fac- 
tor in the care of the aged in the future. Under 
mortality conditions prevailing in 1938, half of 
the babies born then would eventually succumb 
to degenerative diseases of the circulatory system 
and kidneys. The problem of cancer will con- 
tinue to be of growing importance in the care of 
these people. The chances of dying of cancer 
are now about one in nine for males and one in 
seven in females. Respiratory diseases will con- 
tinue to be important. Modern therapy in re- 
spiratory diseases helps less with the aged than 
with the young. Mental disease in old people will 
increase and provision will have to be made to 
care for these cases of senile psychosis and 
cerebral arteriosclerosis.® 


The medical profession will need to adjust itself 
to a new type of practice. It should offer some 
leadership in an attempt to supply better housing 
and care for the helpless. The profession might 
profit from a complete study of these medical and 
economic problems that they may be able to offer 
some advice in any proposed wholesale reorgan- 
ization plan of medical care. 
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BLACK EYE CAMOUFLAGED BY NEW PREPARATION 


A quick, easy method to camouflage that black eye 
is offered by Dr. H. Goodman of New York, (Pennsyl- 
vania Medical Journal, June). 

He prescribes a preparation of bismuth subnitrate 
suitably colored with carmine and calamine to match 
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your skin. Soap and water cleaning of the discolored 
area, a layer of glycerin, then the powder and you can 
go home without embarrassment—Science News Let- 
ter, August 28, 1943. 
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NUTRITIONAL MANAGEMENT OF THE AGED 


EDWARD L. TUOHY, M.D., F.A.C.P. 
Duluth, Minnesota 


HOSE who have attained the seventh or 

eighth decades of life, and are comfortable 
and active, are not good subjects upon which to 
fasten dietary habits that run far counter to their 
own. Whatever they have used as their dietary 
guide, “it has worked.” 

However, that does not mean that they could 
not have done better. Many die too early or suf- 
fer handicaps that make living difficult, cramping 
both comfort and efficiency. Some general rules 
are crystallizing out of our increasing nutritional 
knowledge. It will require several generations to 
mold this knowledge into that subtle stabilizer we 
call “wisdom.” The body, if left to its natural 
tendencies, disentangled from fads, excesses and 
periods of partial starvation, has an inheritance 
of wisdom that physiologists call “body balance.” 
This faculty often makes adversity a friend and 
hard living a whetstone upon which bodies are 
hardened and souls saved. It is time to catalogue 
some nutritional guides for the aging. These 
principles are put down without much argument 
or elaboration. The ever-expanding medical and 
lay literature overflows with such details and 
propaganda. Certain references are appended. 


1. Dietary training for those over sixty should 
begin in late adolescence, as soon as full growth 
is attained. 


2. Thereafter, body build and family inher- 
itances should be understood. By reasonable care, 
obvious underweight or decisive obesity may be 
averted. It is well to remember, however, that 
slide rules giving what are called “ideal weights” 
are taken far too seriously, and, especially with 
women, become a great source of faulty eating. 


3. Protein adequacy for rebuilding and keep- 
ing up the component cells of all ‘the organs of 
the body constitutes the first and prime demand. 
As age advances, those developing “body squeaks” 
are apt to shift too far to carbohydrate, and all 
too much of it is over-refined. A daily protein 
quota from lean meat, eggs, cheese and milk (cot- 
tage cheese), or possibly such substitutes as soy- 
bean is now stressed by all nutritionists. 





~ From the. Section of Internal Medicine, The Duluth Clinic, 


Duluth, Minnesota. 
the Aged at the Annual Meeting of the cee, State 


Medical Association, Minneapolis, May 17, 194 
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Read in part in a symposium on Care of 


This runs so counter to medical and public opin- 
ion of even two decades ago that the average 
physician loses the habit of ordering “soft, light 
or liquid diets” only after deliberate and consist- 
ent analysis of the factual data on food that 
have accumulated with a rush since vitamins were 
popularized a decade ago. More good has come 
indirectly for our population from this develop- 
ment that showed the advantages of a natural 
balanced diet than from the exhibition of the 
vitamins (single and mixed) themselves. We 
have not been catering to a people living off in- 
adequate soils. Physiologists such as Carlson® 
hammering in the need of “omnivorousness” in 
man have led the way. The essential amino acids 
are taking their place with all other “essentials” 
—fatty acids, vitamins and minerals—in estab- 
lishing that salubrious homeostasis so well docu- 
mented by Cannon.® 


4. This does not mean that carbohydrate is to 
be despised. Unfortunately the most primitive of 
tastes is that for sweet. Price™* has shown how 
every cloistered primitive people, protected by tra- 
ditions of food preparation and selection that 
automatically balance, revert to excess refined 
starch as soon as they move where it is freely 
available. Among other things they lose their 
teeth. Boyd* of Iowa University has thrown more 
light upon this much mooted tooth decay and py- 
orrhea problem by his intimate study of a group 
of diabetic children. Rampant tooth decay not 
only stopped but some cavities filled in when die- 
tary balance was achieved and maintained. In 
fact, these children did not crave excess sweet 
when they had adequate protein and secured their 
needed energy release from the glucose in protein 
rather than from plain sugar. This is a very far 
reaching principle. Growing children get hungry. 
Nervous adults and poor breakfast eaters crave 
the immediate pick up given by candy or sugar 
drinks. The stage is set for unfavorable obesity 
especially where the family and constitutional 
tendencies thereto obtain. Then we are reminded 
that irritability both in the young and old is of- 
ten appeased by eating from which was drawn 
one of the earliest references to hypoglycemia: 
“Hungry animals are quarrelsome.” Carbohy- 
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drate is in nature the most abundant, cheapest 
and easiest stored of all foods. The over-process- 
ing that disposes excessively of minerals and 
vitamins will be gradually controlled." 


5. Fat is nature’s storage item. The only pro- 
tein that is not immediately built into body tis- 
sues and solutions is that portion broken down 
and its glucose content used as such. This is an 
expensive ration and one the body uses only 
when ordinary sugar is not available. When the 
liver and muscles are supplied with their quotas 
of sugar, that which remains is converted into 
fat. This is the lower animal routine which makes 
such types as the pig such remarkable forage con- 
centrators. Fat—cream, butter, and lard—has 
great use but any excess of fat is disorderly and 
imposes certain hazards on some people especially 
after forty-five. This applies particularly to the 
naturally obese, people with high blood pressure 
in their family background, and early arterioscle- 
rosis. Fat is the great food seasoner. It makes 
things “rich” and induces gluttony. It brings on 
gouty”? attacks in those addicted thereto. 

Peters’ has recently written on this subject un- 
der the title “A New Frame for Metabolism.” 
Those interested will find a physiological expla- 
nation of such terms as “starvation diabetes”* ; 
details of “food priorities” in terms of -adjust- 
ments that keep the liver intact; much more that 
explains what happens to those like Rickenbacker 
and his crew suddenly shut off from access to 
both food and water. This dramatic accidental 
imposition of dire starvation has its lesser coun- 
terpart in civil life in the sudden weight loss en- 
countered in diabetes, exophthalmic goiter, Ad- 
dison’s disease, and, of course, gastrointestinal 
malignancy. Wangensteen’® has been foremost 
among surgeons in planning to restore liver com- 
petency before attempting any major surgery. 
Starvation is indeed a menace in any period of 
life ; but especially with the aged. Whatever the 
source, the liver fills with fat; and a fatty liver 
eannot perform its varied functions of blood and 
plasma restoration, vitamin, water and electrolyte 
storage, and a host of other homeostatic controls. 


6. Insidious starvation obtains with many eld- 
erly people. A few general forms may be out- 
lined, but many others abound. 





*The liver appears to insist upon restoring its glycogen 
stores before the muscles and other tissues are permitted to 
burn and utilize glucose. 


882 





NUTRITIONAL MANAGEMENT OF THE AGED—TUOHY 


(a) The nervous and insane.—Much is pre: 
ently written concerning the dementia of pellagra 
or alcoholic confusion as seen in Korsakoff’s syn- 
drome. Much more general is that indifference to 
food so common with functional neuroses as well 
as the true psychoses. Involutional melancholia 
is a typical example. 


(b) Diabetes—Much caution is needed in ad- 
judging the importance and meaning of glyco- 
suria. It is well to center the attention in most 
elderly subjects showing glycosuria upon the liver 
rather than on the pancreas; upon the ability of 
the liver to function unhampered than upon the 
glucose level of the blood. The tissue starvation 
(break in carbohydrate metabolism) in middle 
aged or elderly diabetics is by no means as dan- 
gerous as the upset carbohydrate sequences oc- 
curring in Addison’s disease. 


(c) Alcohol.—This excellent, but far too ex- 
pensive carbohydrate food, should continue to 
retain many abstemious friends. That it pro- 
duces a type of liver exhaustion, because many 
“drunks” either cannot eat or concurrently pro- 
vide for themselves an adequate balanced dietary, 
few longer deny. There are other causes of liver 
cirrhosis. Not all begin with the type of star- 
vation seen where a quart of whiskey daily main- 
tains weight but empties the liver of its glyco- 
gen reserves and supplants them with useless fat. 


(d) Mechanical impediments to food ingestion. 
—These should be considered in terms of any 
interruption from the oral entrance to the ulti- 
mate blood vessel system that carries oxygen and 
food to the tissues. Practically we are concerned 
with ingestion, absorption and portal patency. 
Of. these, less is known about breaks in absorp- 
tion than science will ultimately unfold. Thus 
ulcerative colitis and ileitis or sprue visit a va- 
riety of insults upon the liver and the patient out 
of proportion even to small intestine external 
fistule. Ivy points out that the average healthy 
man’s small intestine would function well for at 
least 200 years. Nevertheless, as age advances 
many people do not seem to get the full benefit 
their estimated diet should provide. Without 
diarrhea, vomiting or unusual anorexia they still 
have hypochromic anemia or, what is more ob- 
vious, a decided tendency to osteoporosis; and 
the body seems to prefer the skeletal calcium to 
any available in the intestine. Gastric achlorhy- 
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dria is a family trend and occurs in increasing 
frequency after the forty-fifth year so that over 
half the people at sixty-five lack acid. It is a 
useful digestive medical adjunct wherever simple 
diarrhea is present or the patient has small stools 
soon after eating. Multiple avitaminoses are like- 
ly concurrent and roentgen inspection with ba- 
rium shows rapid progression through the small 
intestine. Is this an evidence of sluggish absorp- 
tion? Is it not likely that the relatively small 
amount of hydrochloric acid given acts especial- 
ly by keeping the pylorus closed and emptying the 
stomach gradually as nature intended? 


(e) The native and inherent food qualities are 
dependent upon the soil_—It is too often implied 
that common articles of food are uniform in nu- 
tritive and mineral content. Albrecht*?* and oth- 
er agronémists have thoroughly exploded that 
fallacy. Living in a richly endowed agricultural 
area the questions of soil exhaustion, erosion and 
degeneration in the quality of foods for man and 
domestic animals (the great concentrators) have 
received little consideration. Some soils are very 
young—geologically speaking. General impover- 
ishment, widespread deficiencies and disease 
abound or some natural industry (mines, lum- 
ber, coal) must balance the deficit and make pos- 
sible extensive importations from good soil areas. 
Where cattle are “runty” and hogs are razor- 
backed you have the best of evidence that people 
are living on “marginal soils.” That is one rea- 
son why pioneers have maintained better stocks 
than their descendents. They took the fertility 
out of the soil in one or two generations; their 
progeny didn’t put it back and, without the ma- 
nure from domestic animals, artificial fertilizers 
entail expense and involved farming. 


(f) Food faddism has had much discussion. 
Usually its devotees are considered to be among 
those with the various neuroses—digestive, car- 
diac, et cetera. There are few indeed to whom 
personal health is not a vital issue. In fact it eas- 
ily becomes an obsession ; and any suggestion that 
age is a ripening process and inevitable is not 
nearly as acceptable as the dictum, “Tell me what 
you eat and I will divulge to you not only what 
you are but your life span as well.” The pres- 
ent rage of vitamin exploitation is as good an ex- 
ample as any; and much safer than the “uric 
acid” crusade of a half century ago that helped 
to give protein a black eye. In our saner moments 
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we must agree that doctors have fathered most 
fads from catharsis and consumption cures to 
ulcer and high blood pressure diets. Presently, 
doctors are ordering train loads of concentrated 
vitamins exactly as a generation ago they ordered 
digestants and bitter tonics. Sarsaparilla com- 
pounds, Peruna and Lydia Pinkham’s feminine 
cordial flowered then exactly as Betrex showers 
the populace via the air channels. Any analysis 
of food faddism leads immediately to a consider- 
ation of the largest group of our population. pres- 
ently receiving the least worthy medical attention 
—the psychoneurotics. Yaskin’* has recently out- 
lined this field of gastrointestinal disorders in a 
masterful fashion. Unfortunately few surgeons 
will read or understand his thesis and for too long 
Walter Alvarez has been a voice calling in the 
wilderness. There is no better way to help psy- 
choneurotic folk than to feed them wisely and 
well. 

The tendency to multiple deficiencies agglom- 
erates with age. Needless to say life complexities 
do also. Therefore good geriatric technique de- 
mands that organic structure be capably inven- 
toried—at the same time walking museums of 
pathology (ulcer scars, hypertensive hearts, con- 


creted arteries, stone deposits here and there) 
carry on with good minds and brilliant person- 
alities. Much medical thought should be given 
to preparing the aged to meet the afflictions that 
are inevitably to be theirs. 


7. Geriatric practice and hospitalization. 


(a) For this symposium Norman® has shown 
what a complicated hospital problem arises in the 
situation where the life span is extended and a 
large dependent group arrives at permanent in- 
validism. Small hospitals cannot serve their com- 
munities in the matter of acute remediable dis- 
orders and allow their bed capacities to be over- 
taxed with hopeless cancer and the sequele of 
cardiovascular disease (the cause of 60 to 65 per 
cent of deaths in those over fifty years of age). 

Large public hospitals similarly come to a sit- 
uation where the type of modern alert nursing, 
intern and laboratory service should be keyed up 
to give the greatest possible service in the least 
possible hospital day’s residence. 


(b) This fits in with the tables and discussion 
likewise presented in this symposium by Clagett.” 
When Clagett’s tables are studied it is obvious 
that every aged person faces the likelihood that 
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some major operation may be needed either as an 
emergency or as an elective choice. Emergency 
operations carry a high mortality; naturally it 
comes to mind that neglected appendicitis or gut 
strangulation offer the types with vicious trends. 
At the same time the imminent disaster impend- 
ing does not permit the nutritional build up (as 
for instance Wangensteen insists upon in gastro- 
intestinal cancer) that so often determines suc- 
cessful elective surgery .even of the severest 
grades. 

c) Therefore hospitals should gradually come 
to tie up their laboratories with the nutritional 
status of their patients. Recent reports from va- 
rious hospitals’ reflect this tendency.** Funda- 
mentally is the patient in nitrogen balance? 
Whether it be severe burns and shock, cancer of 
the pylorus, ulcerative colitis or hemoglobin de- 
ficiency, the laboratory problem is not simply to 
yield up a name for a disease but to estimate the 
current needs of the patient struggling to main- 
tain physiological balance. So the blood bank and 
plasma center, the parenteral amino acids and 
every other development must work in unison. 
If this is done and physiological balance is main- 
tained, age alone is no deterrent to any neces- 
sary operation. 

Summary 


1. Geriatrics is a medical division in which all 
doctors must develop an interest. The growing of 
the aged may need at any time involved medical, 
surgical and hospital care. 

2. The word “timing” now used in planning 
military exploits—a combination of forces to at- 
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tain an objective—fits well into this medical prob- 

lem. 
3. The problem of human nutrition is of 

world wide interest and is uppermost in the minds 

of all who plan and hope for peace. 

4. Each doctor must satisfy himself with his 


' Own experience and reading that the nutrition of 


his patient (whatever the organ deficit or disease 
existing) deserves his individual guidance. 


5. Among the aged the medical adviser must 
take comfort and advantage in becoming less of 
a healer than an umpire and guide. 
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SURGICAL TREATMENT OF THE AGED 


O. THERON CLAGETT, M.D 
Rochester, Minnesota 


W HEREAS in 1850 only 2.6 per cent of the 
population of the United States were more 
than sixty-five years of age, in 1931, 5.4 per cent 
exceeded that age. It is conservatively estimated 
that, if the present trend continues, in the next 
forty years 40 per cent of the population of 
this country will be more than forty-five years 
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of age and that about 15 per cent will be more 
than sixty-five years of age. Between 1930 and 
1940, the number of Americans more than sixty- 
five years old increased 35 per cent, from 6,633,- 
805 to 8,956,206, while the total population gained 
only 7.2 per cent. It is already becoming appar- 
ent that this remarkable trend of the population 
toward older ages is having considerable influ- 
ence on the practice of medicine and surgery. 
Patients of advanced age even now represent an 
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important proportion of the practice of medicine 
and surgery. In the future, as more and more 
individuals live longer, diseases will afflict them 
which will require at least that surgical treat- 
ment be considered. 


Chronologic and Physiologic Age 


In considering old age from the surgical stand- 
point, it must be remembered that chronologic 
age, measured in years, is not the same as physi- 
ologic age. No person’s body is of the same 
physiologic age in all its parts, for different 
structures and different systems of the same per- 
son age at different rates at various times. Few 
individuals reach advanced age without some 
part of their physiologic mechanism having sus- 
tained appreciable damage. It may be the heart, 
kidneys, lungs or liver, the vascular system or 
the gastro-intestinal tract, or any combination of 
these, that is chiefly affected. James Paget well 
expressed the distinction between chronologic and 
physiologic age when he said, “Years, indeed, 
taken alone are a very fallacious mode of reckon- 
ing age: it is not the time but the quantity of 
a man’s life that we have to reckon . . . the old 
people that are thin and dry and tough, clear 
voiced and bright eyed, with good stomachs and 
strong wills, muscular and active are not bad; 
they bear all but the largest operations very 
well. But very bad are they who, looking some- 
what like these, are feeble and soft skinned, with 
little pulses, bad appetites and weak digestive 
powers so that they cannot, in an emergency, be 
well nourished.” 

An arbitrarily established chronologic age.— 
But, for practical purposes at what chronologic 
age must patients be classified as old? Reports in 
the literature place the lower limit of old age all 
the way from fifty to eighty years. As has just 
been said, it is the physiologic rather than the 
chronologic age that is of real importance. Never- 
theless, until some means of expressing physi- 
ologic age is devised, some chronologic age must 
be selected as the beginning of old age in stu- 
dies such as this. Many authors have selected 
seventy years as the proper point, basing their 
decision on the biblical life span of three score 
years and ten. It would seem that if three score 
years and ten is to be considered the normal 
length of life, the last few years of that period 
may justifiably be called old age. In this review, 
then, sixty-five years has been selected as the 
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lower limit of old age because the majority of 
individuals of that age, and more than that, are 
physiologically old, at least to some degree. If 
this view is accepted, discussion of selection of 
patients for operation can begin. 


Selection of Patients 


We physicians are not justified in dismissing a 
patient with the facile judgment, “too old for 
surgery.” The excellent reviews of large num- 
bers of operations on old people, published by 
Bailey, Brooks, Rankin and Johnston, Thomp- 
son and Habein, Quigley, Dulin and Hay, as 
well as reports of smaller numbers of cases by 
Mayo and Nettrour and many other writers, re- 
fute any belief that age in itself is ever a con- 
traindication to almost any surgical procedure. 
Unless thorough study indicates that the risks 
of surgical measures are prohibitive, or that the 
condition can be satisfactorily treated by some 
more conservative method, the patient should be 
offered the benefits of surgical treatment re- 
gardless of chronologic age. As Brooks has 
said, “The half million old men and women of 
1850 could be told that they were too old to be 
operated on, but in 1950 the twelve and one-half 
millions of corresponding ages will consider 
themselves too young to be so carelessly dealt 
with.” It has been my experience, moreover, 
that an old person suffering from a condition for 
which surgical relief is possible, instead of fear- 
ing the outcome because of his age, usually is a 
much more willing candidate for operation than 
his younger fellow sufferer. 


Nevertheless, whether or not to advise opera- 
tion on many patients in the age group that is 
under consideration frequently is difficult to de- 
termine. In addition to consideration of the im- 
mediate operative risk, it is necessary to decide 
whether or not some condition other than that 
for which operation is contemplated will end this 
patient’s life before he can receive benefit from 
the proposed operation. Purely palliative opera- 
tions are justifiable, even in the face of great 
risks, because relief of discomfort and pain, even 
for only a few months, often is of more im- 
portance to old people than cure of the under- 
lying trouble. Although these principles of se- 
lection find their broadest application to patients 
suffering from malignant disease, they apply to 
those suffering from benign conditions as well. 
However, since imminent death is not a factor 
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to be considered in the presence of benign con- 
ditions as a rule, patients who have benign con- 
ditions and who constitute bad risks, may be de- 
nied operation if symptomatic relief can be given 
in any other way. Nevertheless, it should be re- 
membered that life may be almost as miserable 
to an old man with a huge hernia which no truss 
will hold, or to an elderly woman with com- 
plete procidentia, as to the patient with malig- 
nant obstruction of the pylorus. The criteria just 
expressed and implied for selection of patients 
will result in a much higher rate of operative 
morbidity and mortality than if operation is of- 
fered only to patients who are in good general 
condition and are free from coincident serious 
disease. But the probability of resultant high 
morbidity and mortality should not deter the 
surgeon when intolerable life, or certain death, 
are the only alternatives to operative interven- 
tion. 


Irrespective of the desire of the patient for 
operation, and the willingness of the surgeon to 
‘ operate, evaluation of the physiologic and psycho- 
logic status of the organism as a whole is neces- 
sary before an accurate opinion can be given re- 
garding the proper therapeutic procedures. Each 
system and organ must be thoroughly studied and 
evaluated and, if necessary, rehabilitated to the 
best possible state, so that it will not fail in some 
crisis, Particularly important in working with 
old people are investigations of the respiratory, 
cardiovascular and urinary systems. In addition 
to physical examination, urinalysis, leukocyte 
count, determination of hemoglobin, a roentgeno- 
gram of the thorax and estimation of the con- 
centration of urea or nonprotein nitrogen in the 
blood should be made in all cases, unless condi- 
tions contraindicate any delay. Further labora- 
tory studies should depend on the indication sug- 
gested by the history or physical examination. 


Pre-operative Preparation 


When all the data are in, and decision has been 
made, pre-operative preparations can begin. It 
should proceed along much the same lines as that 
for younger patients. Concomitant diseases 
should be brought under control; for instance, 
diabetes and cardiac failure. In this regard, if a 
patient is suffering from prostatic obstruction, 
probably it is advisable to relieve the condition 
surgically before embarking on other surgical 
ventures. Before operation particular emphasis 
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should be placed on bringing to their optimum 
the state of nutrition, the water balance and 
chemical balance. Old persons often do not eat 
properly; hence, many suffer from mild but 
definite vitamin and nutritional deficiency. 

Many writers have stated that elderly and old 
patients are considerably upset by change in their 
customary modes of existence. Such authors 
have advised hospitalization for several days be- 
fore operation to allow adjustment to the new 
routine. However, in my experience these pa- 
tients have adjusted to the changed environment 
just as easily as, if not more easily than, younger 
patients. They have a philosophic attitude to- 
ward life that permits them to accept the whole 
procedure with more tranquility than most young- 
er individuals. However, any unnecessary re- 
strictions should be avoided and lifelong habits, 
such as smoking or the moderate use of alcohol, 
should not be broken without valid reason. 

A word should be said in regard to the pre- 
operative use of sedative and narcotic drugs. Old 
patients as a group react quickly and with maxi- 
mal response to such drugs. Hence, they should 
be administered in small doses only. 


Anesthesia 


Surgeons disagree as to what is the best means 
of anesthesia for operations on old people, and 
most surgeons seem to have rather strong ideas 
on the subject. It is probable, as Rankin and 
Johnston have pointed out, that the means of 
anesthesia is not so important as having a skilled 
anesthetist in charge. Several anesthetic agents, 
and several methods of administration, were used 
in the group of cases that is to be considered 
in a moment. 


Postoperative Care 

The principles of postoperative care are no 
different for patients of this age than for those of 
other ages but particular attention to detail is 
necessary since old patients lack the reserve of 
younger patients. Several matters are particu- 
larly important. Surgeons and nurses should in- 
sist on early and frequent change of position, 
active motion of the extremities and deep breath- 
ing. Hourly, or more often during the first 
twenty-four to forty-eight hours, carbon dioxide 
should be administered by inhalation. Sedative 
and narcotic preparations should be given cau- 
tiously. Fortunately these patients stand post- 
operative pain well, and small, infrequent doses 
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are all that are usually required. While fluid in 
quantity adequate to insure a urinary output of 
about 1 liter a day should be given, if fluids are 
administered intravenously at all, they should be 
given much more slowly than is necessary in giv- 
ing them to younger patients, who possess much 
more resilient cardiovascular systems. 


TABLE I. MAJOR OPERATIONS ON 
PATIENTS SIXTY-FIVE YEARS OF 
AGE OR MORE 
1939 and 1940 














Hospital Deaths 
pan oe ae 
years| Patients |Operations| No. |Operations 
65-69, 756 850 67 8 
70-74) 337* 391 32 8 
75-79 92 101 13 13 
80-84 18 19 7 37 
85-89 3 3 1 33 
Total} 1204 1364 120 9 

















_*Two patients in this group also are included in the pre- 
—— age group; therefore they are counted only once in the 
total. 


Although not all surgeons agree, most of them 
do feel that to get these patients up, at least to 
the extent of sitting on the edge of the bed, 
within a day or two after operation, greatly re- 
duces the chances of development of pulmo- 
nary complications. Although healing of wounds 
may be slowed by so doing, risk of serious trou- 
ble on that score is slight compared to the ad- 
vantages gained. Laplace and Nicolson have 
shown that inactivity of old patients confined 
to bed leads to circulatory retardation and periph- 
eral stagnation, conditions which are closely 
analogous to shock. These investigators demon- 
strated, also, that local anoxemia and consequent 
degeneration of tissues due to peripheral stag- 
nation lead to toxemia and to permanent capil- 
lary damage which perpetuates the circulatory 
fault and may ultimately end in death. These 
findings favor as short a period of rest in bed 
as possible. Whenever it is feasible, I encourage 
elderly patients to be up and about pre-opera- 
tively as well as postoperatively. I have been 
favorably impressed by the benefits to be gained 
by getting these patients moving about early. 


Ocroser, 1943 
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TABLE II. EMERGENCY OPERATIONS ON PATIENTS 
SIXTY-FIVE YEARS OF AGE OR MORE 
1939 and 1940 














Hospital 
Deaths 
Type of Opera- Per 
Operation tions | No. | Cent 
Repair of incarcerated or strangu- 
lated hernia 13* 4* | 31 
Appendectomy (including 
one drainage) 10* 2* |° 20 
Enterostomy, cecostomy, or 
colostomy for intestinal 
obstruction 7 5 71 
Cholecystostomy 3 2 
Resection of gangrenous ileum 4f 3T 
Closure of perforated duodenal 
ulcer 3 0 
Other operations 4 1 
Total | 43 | 16 | 37 














*In one case listed in both groups, hernia was repaired and 
one appendical abscess was drained. 
n two cases of strangulated hernia, repair was not done. 
One of these patients died. 


I have never seen harm come from it and I am 
sure it has improved the general condition of 
the patients. 


Survey of Cases 


Recently I reviewed the records of 1,204 pa- 
tients sixty-five years of age or older who un- 
derwent one or more major operations, at the 
hands of general surgeons of the Mayo Clinic 
during the years 1939 and 1940. This series 
does not include operations done in the special 
fields of neurosurgery, orthopedic surgery, proc- 
tology, ophthalmology, otorhinolaryngology, plas- 
tic surgery or transurethral surgery. It should 
be stated, however, that a considerable number 
of the patients under consideration were sub- 
jected to major surgical procedures during 1939 
and 1940, in one or another of the named spe- 
cial fields, as well as to the major operations 
with which this paper is concerned. 

As is evident in Table I, 1,204 patients under- 
went 1,364 separate operations, or rather separate 
operative sessions. The operations included pro- 
cedures performed in two stages, such as colos- 
tomy followed by combined abdominoperineal re- 
sections, as well as multiple operations on one 
patient for conditions entirely unrelated to one 
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TABLE III. 


PATIENTS SIXTY-FIVE YEARS OF AGE OR MORE 
1939 and 1940 
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OPERATIONS FOR BENIGN DISEASE ON 




















Hospital 
Deaths 
Type of Opera- Per 
Operation tions | No. | Cent 
Gall bladder and ducts 197 16 8 
Thyroid gland 114 9 8 
Hernia (exclusive of diaphragmatic 
hernia) 92 4 4 
Stomach 76 4 5 
Kidneys, ureters and bladder 37 3 8 
Colon 23 3 13 
Appendix (not incidental) 19 + 21 
Female pelvis 60 1 2 
Other operations | 3 6 
Total 649* | 45* 7 








*In a few cases operations were performed on different organs 
at the same time; these are included only once in the totals. 


another. Each stage of one operation and each 
operation of multiple operations are counted as 
one procedure. 

Only forthy-three emergency procedures were 
performed in this series (Table II) but the 
mortality rate was 37 per cent, as compared with 
a mortality rate of 9 per cent for the entire 
group. This emphasizes the risks of emergency 
surgical procedures on patients of advanced years. 
More important than that, however, Table II 
suggests what could be accomplished if prophy- 
lactic surgery was carried out for some condi- 
tions. For instance, the mortality of 31 per cent 
for emergency operations for hernia can be com- 
pared with a mortality (not shown in the table) 
of zero for seventy-nine elective operations for 
hernia in the same age group. 

Of the operations for benign conditions of 
the thyroid gland (Table III) fifteen were for 
exophthalmic goiter, eighty for adenomatous goi- 
ter with hyperthyroidism and nineteen for ade- 
nomatous goiter without hyperthyroidism. All 
nine deaths occurred following operations for 
adenomatous goiter with hyperthyroidism. This 
experience emphasizes the fact that those who 
have adenomatous goiter with hyperthyroidism 
should be urged to undergo surgical treatment 
for the condition before complications have de- 
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TABLE IV. OPERATIONS FOR MALIGNANT DISEASE ON 
PATIENTS SIXTY-FIVE YEARS OF AGE OR MORE 























1939-1940 
Operable Inoperable 
Lesions Lesions 
Hospital Hospital 
: Deaths Deaths 
Site of Lesion Opera-|—— Opera-|—— 
or Procedure tions | No.| % | tions |No.| % 
Colon and rectum 277 | 29; 10) 83 | 13] 16 
Breast 77 1 1] 23 1] 4 
Stomach 63 7} 3 75 9 | 12 
Gall bladder, ducts 
and pancreas 2 0 35 | 10 | 29 
Kidneys, ureters and 
bladder 19 1; 5 0 0 
Neck 18 zi ¢ 0 0 
Thyroid 6 0 1 1 100 
Female pelvis 10 0 12 3 | 25 
Miscellaneous 
operations 7 1 | 14 12 1 
Total 479 39*| 8 | 241 38 | 16 























*In one case in which death occurred two epemntions were 
performed. The death is counted only once in the total 


veloped. Under “stomach” operations are grouped 
benign, gastric and duodenal ulcer. The fifty- 
one “other operations” represent repair of dia- 
phragmatic hernia (nine cases without a death), 
splenectomy, simple mastectomy for benign dis- 
ease, and so forth. 


It is of value to compare the incidence and 
mortality of surgical procedures for benign dis- 
ease with the incidence and mortality of surgi- 
cal procedures for malignant disease. In this 
series, 649 operations were performed for be- 
nign disease, with a mortality rate of 7 per cent 
(Table III) For operable malignant lesions 
479 operations were performed with a mortality 
of 8 per cent (Table IV) and for inoperable 
malignant lesions, 241 exploratory or palliative 
operations, with a mortality of 16 per cent. Ta- 
ble IV, in which are recorded operations for ma- 
lignant disease, does not require further comment 
except to say that under “inoperable” lesions are 
included all palliative operations as well as ex- 
plorations. 


That women tolerate surgical operations much 
better than men is well known. The operations 
listed in Table V were chosen for presentation 
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TABLE V. NUMBER OF MALE AND FEMALE PATIENTS, 
SIXTY-FIVE YEARS OF AGE OR MORE, SUBJECTED 
TO CERTAIN MAJOR OPERATIONS 
1939 and 1940 























Men Women 
Hospital Hospital 
Deaths Deaths 
Operation No. |No.| % | No. |No.| % 
On gall bladder and ducts 
(benign lesion) 96 | 13) 14] 101) 3] 3 
Thyroidectomy 
(benign lesion) 32} 3| 9] 82] 6] 7 
Repair of hernia 
(except diaphragmatic)} 75 | 4]| 5 17} 0; 0 
For malignant lesion of 
stomach 109 | 14] 13} 28| 2 7 























because they are examples of procedure to which 
members of both sexes are likely to be subjected. 

Complications that occur following surgical 
operations on patients of advanced age are, as 
would be expected, of a high incidence. In Table 
VI they are listed in the order of their fre- 
quency. Infections of the urinary tract are of 
frequent occurrence but usually are not signifi- 
cant. Generally they can be controlled easily by 
use of the chemotherapeutic agents. Recently 
I have been using sulfathiazole in doses of 2 
grains four times a day as a prophylactic agent 
to prevent postoperative development of infec- 
tions of the urinary tract. It has been extremely 
effective, particularly following pelvic operations 
and if catheterization is necessary. 

Respiratory complications (Table VI) make up 
a high percentage of the complications and were 
the primary or contributing causes of death in 
fifty-three of the 120 cases in this series in which 
death occurred. I am hopeful that increased 
postoperative use of chemotherapeutic agents and 
of oxygen and carbon dioxide by inhalation as 
well as frequent changes of position and getting 
these patients out of bed early after operation, 
will materially reduce the seriousness of this 
complication. 

Certain other complications have occurred in 
descending order of frequency (Table VI). In- 
fection of wounds has been of common occur- 
rence. This is understandable when it is con- 
sidered that a high percentage of these opera- 
tions were for malignant disease of the colon. 


Ocroser, 1943 
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TABLE VI. POSTOPERATIVE COMPLICATIONS AMONG 
PATIENTS SIXTY-FIVE YEARS OF AGE OR MORE 
1939 and 1940 











Operations 1364 
Complications occurred 472 
Morbidity, per cent 34.6 
Primary or 
Contributing 
Cause of 
Complication Total Death 
Infection of urinary tract 145 2 
Respiratory complication (except 
emboli) 131 53 
Infection of wound 64 0 
Peritonitis 35 28 
Pulmonary embolus 30 20 
Gastric retention 27 4 
Cardiac disorders 26 10 
Thrombophlebitis 26 1 
Psychosis 15 0 
Uremia 14 6 
Hemorrhage . 11 0 
Cerebrovascular accident 9 5 
Ileus or obstruction 9 5 
Other complications 93 22 











Chemotherapeutic agents used locally should ma- 
terially decrease the incidence of this complica- 
tion. Peritonitis should occur much less fre- 
quently in the future with the use of intraperi- 
toneal chemotherapy. Practically all of the peri- 
tonitis occurred following operations on the col- 
on. Pulmonary embolism is attended by high mor- 
tality. Recent developments should materially de- 
crease the dangers of this complication. Heparin 
and coumarin have given encouraging results. 
Cardiac disorders represent a different group. 
The ability of the heart to carry through an op- 
erative procedure is extremely hard to estimate. 
I doubt if much can be done at present to elim- 
inate this hazard. Thrombophlebitis occurred 


much less frequently than was to be expected 
among patients of the age concerned. Old pa- 
tients present postoperative psychosis much more 
frequently than do younger patients, but this 
complication is not a factor in mortality. 
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The remaining complications listed are not re- 
markable. Those listed in Table VI as “other 
complications” includes: hiccup, erysipelas, paro- 
titis, hepatic failure, leukopenia and so forth. 


It is apparent that recent developments, par- 
ticularly in the use of the chemotherapeutic drugs 
and anticoagulant agents, are going to play an 
increasingly important role in the postoperative 
care of patients of advanced age. These agents 
should materially decrease the postoperative mor- 
bidity and mortality among old people. 


Summary 


Surgical operation on individuals of advanced 
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age is a problem of increasing importance ir the 
United States because of the trend of the popu- 
lation toward older ages. Physiologic rather ihan 
chronologic age is of primary importance. Care- 
ful pre-operative examination and preparation are 
essential in order to restore the patient to the 
best possible condition. Preventive surgical pro- 
cedures, that is, early operation for frankly pro- 
gressive surgical disease, should be even more 
earnestly advocated for the old than for the 
young. Patients of advanced age can undergo 
surgical procedures with reasonable risk. Recent 
developments, chemotherapy, anticoagulant sub- 
stances and so forth, will materially reduce pres- 
ent dangers. 





STUDIES ON THE DIAGNOSIS AND TREATMENT OF EPIDEMIC AND 
EXPERIMENTAL POLIOMYELITIS WITH POLIOMYELITIS ANTI- 
STREPTOCOCCIC SERUM: SUMMARY OF RESULTS 


EDWARD C. ROSENOW, M.D. 
Rochester, Minnesota 


R EGARDLESS of the evidence which has 

been adduced indicating a causal relation of 
the streptococcus to poliomyelitis and to what is 
now considered virus,*:5+1%11:12,15,17,28,24,25 certain 
requirements of proof of such relation have been 
lacking until recently; that is, the demonstration 
of microdiplococci in filtrates of virus'**?° and 
the production of the classic clinical and patho- 
logic picture of poliomyelitis in monkeys with 
virus derived from streptococci.**?** Now that 
these additional proofs have been obtained, a 
review of the development of the specific anti- 
serum and a summary of the results obtained from 
its use in treatment of experimental and epidemic 
poliomyelitis are thought desirable. 


Horses were first immunized in 1916 with 
freshly isolated strains of the living streptococcus 
of poliomyelitis obtained from human beings and, 
after the epidemic had subsided, with .strains 
freshly isolated from time to time during the 
period of immunization (seven months) from the 
spinal cords of monkeys that had succumbed to 
experimental poliomyelitis after inoculation of 
virus.’ At the end of the period of immunization 
the antiserum, in extremely high dilutions, was 





From the Division of Experimental Bacteriology, the Mayo 
Foundation, Rochester, Minnesota. Preserted at the meeting of 
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found to agglutinate specifically the poliomyelitic 
type of streptococcus. It protected rabbits against 
inoculations of the streptococcus and _protect- 
ed monkeys against inoculation of _polio- 
myelitic virus. The need then and now for a 
curative serum such as this, which can be made 
available in any amount, was and still is especial- 
ly great, because even if poliomyelitis convalescent 
serum were effective, it could not solve the prob- 
lem since the disease would have to continue to 
occur with its dire consequences to assure a 
supply. 

The first opportunity to use this immune 
serum in the treatment of patients occurred in 
1917 during an epidemic of poliomyelitis in Dav- 
enport, Iowa, surrounding country and nearby 
towns. The results from its intravenous injection 
in the treatment of fifty-eight cases of poliomye- 
litis were most gratifying. The findings, the 
amount of serum administered and the effects 
noted in each case were reported in detail at 
that time.*® It was truly great to see patient 
after patient respond to the injection of this 
newly developed antiserum. Physicians, whose 
patients were seen in consultation and treated in 
their homes with the serum, were as impressed 
as I was. Diagnosis was made on the clinical 
history, physical examination and characteristic 
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findings on immediate examination of the cerebro- 
spinal fluid at the bedside. The serum was ad- 
ministered as soon as the diagnosis was estab- 
lished. The disease in this epidemic was unusual- 
ly severe. A high incidence of paralysis occurred. 
The mortality rate in an untreated group of 
twenty-three cases was 35 per cent. Of the 
fifty-eight patients receiving the serum, ten (17.2 
per cent) died. Excluding seven of the fatal 
cases in which the patients were practically mori- 
bund at the time of the first serum treatment, 
there were three deaths (5.9 per cent) in fifty- 
one cases in which the serum possibly could have 
beneficial action. Paralysis did not develop in 
any of nineteen cases in which serum treatment 
was given before its onset and prompt recovery 
occurred in all. Extension of paralysis rarely 
occurred among patients who recovered and who 
had paralysis which was often far advanced at 
the time of the first serum treatment. 

Patients in the early stages of the dreaded bul- 
bar type of the disease with early difficulty in 
swallowing and breathing, patients having the as- 
cending spinal type with almost complete flaccid 
paralysis of all extremities and with difficulty in 
breathing owing to involvement of the nerve cen- 
ters of the muscles of respiration, and even pa- 
tients in the early stages of partial or complete 
coma often responded favorably to administration 
of the serum, provided the serum was given soon 
after onset of such grave symptoms. There was 
often prompt disappearance or diminution of sub- 
jective symptoms, such as headache, pain in the 
affected extremity or extremities, restlessness and 
hyperesthesia or mental apathy ; disappearance of 
twitchings or spasms of muscles; disappearance 
of nausea and vomiting, or of diarrhea; return 
to normal, or more nearly normal, of reflexes 
that had been absent, unequal, diminished or 
increased; lowering of the pulse rate; drop in 
temperature usually after an initial short rise; 
lessened rigidity of the neck or spinal column; 
no extension of progressive paralysis and im- 
provement of muscle function. 


In order to make more practical the prepara- 
tion of the antiserum, a method for the preserva- 
tion of specific antigenic or immunizing proper- 
ties of the streptococcus throughout the period of 
immunization of horses was searched for. It was 
found that by placing the freshly isolated strep- 
tococci in dense suspensions in glycerol (2 parts) 
and 25 per cent solution of sodium chloride (1 
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part) and keeping these in the refrigerator, anti- 
genic specificity was preserved almost indefinitely. 
All subsequent batches of antistreptococcic serum 
used for treatment were prepared by diluting 
these dense suspensions as needed for injections 
throughout the period of immunization. The ex- 
perimental and clinical results obtained from the 
use of the antiserums prepared in this way have 
been comparable with those obtained in 
19] 7 ,18:19,22,25 


Most of the patients studied who had poliomye- 
litis were seen at home in consultation with the 
family physician and the serum was adminis- 
tered at once after the diagnosis was established 
by spinal puncture and immediate examination 
of the cerebrospinal fluid and not after the loss 
of precious time incident to hospitalization. The 
diagnostic skill of the family physician, as I have 
seen it, in recognizing thé unusual in illnesses as 
they occur in family units and their promptness 
in instituting treatment, is truly commendable. 
The results reported to me by physicians, to 
whom the serum was sent and of those who re- 
ported results independently, were strikingly 
similar to those which I observed.»?*4%2627 All 
who had opportunity to treat the disease early 
in a large number of cases reported enthusiastic- 
ally on the results obtained. 

The results summarized in Table I represent 
published and as yet unpublished reports. I have 
studied the effects of the serum in treatment 
in twenty different epidemics of poliomyelitis 
which have occurred since 1917 in different re- 
gions of the United States and in Cuba, in four 
institutional outbreaks and in many cases that 
occurred in isolated family groups. The two 
most important consequences of this disease, death 
and residual paralysis, were consistently lower, 
usually much lower, in the treated than in the 
control untreated cases that occurred in the same 
epidemics. 

The mortality rate in the groups of patients 
receiving the serum ‘in the early stages of the 
disease, before and soon after onset of paralysis, 
was reduced eightfold and fourfold, respectively, 
and the incidence of residual paralysis, about 
fifteenfold and tenfold, respectively. Even 
the patients who received the serum for the 
first time after severe paralysis had occurred 
fared better than did others who did not receive 
serum. Of the total of 2,664 patients who were 
treated with the sertim, 252 (9.6 per cent) died, 
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per cent) in 2,737 cases that occurred in the 
same epidemics but in which the serum was not 
used. The same procedures were used in the 
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to 583 deaths (21.3 onset of suggestive symptoms, ‘before penetration 
by the virus or streptococcus of the nerve centers 
in the spinal cord. Thus, it should be possible 
by therapeutic injections of a curative serum at 
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Rosenow and co- 
workers, and 
physicians to whom 
serum was sent on 
request 



























Before onset of paralysis 487| 16 3.3 460 9 2.0 
After slight to moderate 





paralysis 696 | 42] 6.0 621} 20] 3.2 
After severe paralysis 71 | 134 | 17.4 635 | 150 | 23.6 
Total , 1,954 | 192 9.8 | 1,716} 179 | 10.4 





Controls, patients not treat- 
ed with serum, during the 
same epidemics 711 | 176 | 24.8 535 












Other physicians, 
independently 




















Patients treated with 
poliomyelitis antistrep- 
tococcic serum 710; 60 8.5 


Controls, patients not treat- 
ed with poliomyelitis 
antistreptococcic serum, 

in the same epidemics 





2,026 | 407 | 20.1 
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Total patients treated with poliomyelitis antistrep- 


Total control cases, patients not treated with 
poliomyelitis antistreptococcic serum 





2,664 | 252 | 9.6 


2,737 | 583 | 21.3 
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diagnosis of the two groups of patients and while 
minor errors, no doubt, were made in some 
instances in estimating the clinical results, there 
can be no doubt of the essential accuracy of the 
final outcome with regard to death and residual 


The findings on examination of cerebrospinal 


poliomyelitis, are not always sufficiently charac- 
teristic to distinguish poliomyelitis from certain 
forms of encephalitis and tuberculous meningitis. 
Moreover, changes from the normal in cerebro- 
spinal fluid do not occur until after penetration of 
the virus or streptococci into the central nervous 
system. The need was, therefore, great for a 
means of determining the type of infection at the 


hose cases in which data as to end results were obtained. 





the onset of symptoms to prevent paralysis and 
death. 

In the course of my studies the euglobulin frac- 
tion of the poliomyelitis antistreptococcic serum 
was found diagnostic when employed in a cuta- 
neous test. It was found that intradermal injec- 
tion of approximately 0.05 c.c. of a 10 per cent 
solution, in physiologic saline solution, of the 
euglobulin fraction of the antistreptococcic serum 
prepared in horses elicited an immediate (ten 
minutes) erythematous and edematous reaction 
during the acute stage of poliomyelitis. An 
erythematous reaction to the poliomyelitis anti- 
streptococcus euglobulin of 2 cm. or more in di- 
ameter or approximately 3 sq. cm. or more in 
area, no reaction or a smaller reaction to other 


in the diagnosis of 
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antistreptococcic euglobulins and no reaction to 
normal horse serum diluted 1:10 are considered 
diagnostic of “poliomyelitic” infection, and indi- 
cate that therapeutic injections of the serum 


TABLE Il. A CUTANEOUS REACTION 


Results from 


bulin, unless fever and other symptoms suggestive 
of poliomyelitis are at hand. 

A summary of the results obtained from intra- 
dermal injection of the poliomyelitis and influen- 


DIAGNOSTIC OF EPIDEMIC POLIOMYELITIS 


1938 to 1941 





Cutaneous reactions* to the euglobulin of anti- 
serums prepared with streptococci from: 





Poliomyelitis 


Influenza 





%o, 5 
sq. cm. 
or more 


Persons 
tested 


Groups of persons 
tested 


Ulcer- 
ative 
colitis 


%o, 5 
sq. cm. 
or more 


Persons 


Enceph- 
tested 


alitis 








Poliomyelitis 


Acute, 1 to 14 days 324T 92 


9.48 


17 
Acute (spinal type) 


Acute (bulbar type) 


Abortive, 1 to 14 days 


Convalescent, 15 to 42 days 


Recovered 


Contacts 


Noncontacts, well persons 
and those sick with other 
diseases. Within epidemic 
zone of poliomyelitis 


Remote from epidemic zone| 429 
of poliomyelitis and in- 
fluenza 1.82 
_ 46 

Epidemic colds and influenza 


1.76 











53 11 202 f 


3.4 
17 


3.0 
11 


53 
2.0 





3.2 


7.0 
28 
4.0 
75 


2.3 


27 
1.5 





12 
1.8 





94 





1.3 
13 


9.2 





2.0 2.3 

















*Reactions to the control normal horse serum averaged less than 1 sq. cm. and in nonsensitive persons 


were never 5 sq. cm. 


tThe figures above the line in each instance indicate the number of persons tested; the figures below 
the line indicate the average reaction in square centimeters. 


should be given at once. However, the serum 
should not be given to contacts and noncontacts in 
epidemic zones, even though there may be a posi- 
tive cutaneous reaction to the poliomyelitis euglo- 
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za euglobulins in cases of acute poliomyelitis and 
of respiratory infections resembling influenza, 
and in groups of well and ill persons within and 
remote from epidemics of poliomyelitis and in- 
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TABLE III. 
TREATMENT OF MONKEYS AND NEUTRALIZA- 
TION OF VIRUS 


RESULTS OF IMMUNIZATION AND 





Deaths from 
poliomyelitis 


Per 
Monkeys} No. | Cent 








Groups of Monkeys 





Inoculated with virus after 
immunization with the 
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streptococcus 92 24 26.1 
Normal controls inoculated with 
virus 57 48 84.2 
Ill with experi- | Poliomyelitis 
mental anti- 
poliomyelitis, | streptococcic 
treated with serum 99 46 46.5 
Normal horse 
serum 86 71 82.6 
Treated with 
immune horse 
serum 56 15 26.8 
Inoculated with| Treated with 
virus normal horse 
serum 33 26 78.8 
Untreated 70 56 80.0 

















fluenza, is given in Table II. Striking evidence 
of the diagnostic value of the cutaneous tests 
was obtained. Thus 298 (92 per cent) of 324 
persons in the acute stage of epidemic poliomye- 
litis gave a reaction 5 sq. cm. or more in area to 
the poliomyelitis euglobulin and only 11 per cent 
of fifty-three reacted to the influenza euglobulin. 
In sharp contrast 79 per cent of sixty-two per- 
sons in the acute stage of colds or influenza re- 
acted similarly to the influenza euglobulin and 
only 9 per cent of forty-six persons reacted to the 
poliomyelitis euglobulin. Similar results have 
been obtained independently by others. 

In addition to a drop in temperature and pulse 
rate other objective evidence of the beneficial 
action of the antistreptococcic serum in treatment 
of persons and monkeys having poliomyelitis has 
not been lacking. Poliomyelitic streptococcal an- 
tigen, demonstrable in the skin of persons during 
attacks of poliomyelitis by intradermal injection 
of the euglobulin fraction of the antistreptococcic 
serum and in the blood serum by precipitation 
tests with the whole antistreptococcic serum, dis- 
appears promptly following therapeutic injection 
of the antistreptococcic serum. 

The protection of monkeys by immunization 
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with different strains of streptococci and corre- 
sponding vaccine and the curative and neutraliz- 
ing action of different batches of the poliomyelitis 
antistreptococcic serum in a large number of ex- 
periments are well illustrated in Table ITI. 

The results from the therapeutic use of the 
serum for human beings and monkeys, reported 
on from time to time in the medical literature, 
would have led, it is believed, to the general adop- 
tion of this specific serum treatment of poliomye- 
litis if the inciting agent had not been shown to 
be filtrable and if all requirements showing causal 
relation of the streptococcus to the virus could 
then have been fulfilled. Now that microdiplo- 
cocci have been demonstrated in filtrates of the 
virus”® and the classic picture of the disease has 
been produced in monkeys with virus derived 
from the streptococcus, and the diagnostic and 
preventive action of the serum have again been 
demonstrated, all objections to the general adop- 
tion of this method of treatment have been re- 
moved. 

The serum for the diagnostic test and for treat- 
ment now is available commercially. 

It is hoped that the methods and concepts that 
have led to these results, or that better ones along 
similar lines, will be generally adopted in order 
that the ravages of this dread disease, poliomye- 
litis, may soon be brought under control. 
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WHEN THIRSTY—DRINE! 


“When you are thirsty—Drink!” That is the advice 
of scientists who have been conducting intensive re- 
search into the water needs‘and habits of men stationed 
in desert climates such as at the Army Air Base in the 
Mojave desert, Blythe, California. 

For weeks these scientists, working for the Office of 
Scientific Research and Development and under the 
sponsorship of the Quartermaster General’s Department, 
have been making tests with a selected group of men to 
determine how much water a man stationed in the 
desert should drink and how he should drink it. These 
tests supplement similar work conducted last summer 
with Army Ground Forces. 

Many old fallacies have been disproved and facts 
have been recorded by Dr. Edward F. Adolph and six 
associates from the University of Rochester. 

“We measure the amounts of sweat lost from a man 
by his loss of body weight,” Dr. Adolph said. “We find 
that a man who stops drinking water sweats about as 
fast as one who continues to drink what he wants. For 
a few hours, the non-drinker uses some of his body wa- 
ter to make sweat without missing it much. But there- 
after he becomes exhausted if any more water is with- 
drawn from his body. Moreover, to feel comfortable 
again, he later has to drink the same quantity of water 
that he would have taken if he had not run into deficit. 
All the evidence known at present shows that a man 
cannot do without water, nor be trained to get along 
with less water. 

“A man may fool himself unawares. He may get his 
water as pop at the PX instead of out of the water 
cooler or canteen. He may go to sleep and so need less 
water through less. bodily exertion and exposure. He 
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may contrive to work in the cool night instead of in 
the hot daytime. In such circumstances he might pooh- 
pooh the idea of a man needing more than a gallon a 
day. But the man who works in the sun needs two or 
three gallons in twenty-four hours in summer, and by 
no known method can he continuously get along on less. 


“Water requirements of average men depend on their 
activity and on the daily temperature. Our measure- 
ments show that on days with maximum temperatures 
of 95 degrees Fahrenheit, a man must drink at least 
three quarts of fluid each day and one who works hard 
in the sun requires as much as seven quarts. On days 
when the temperature reaches 110 degrees, even the most 
inactive man (unless he is in an air-conditioned build- 
ing) must have six quarts of fluid to drink; and 
men doing strenuous work in the sun require ten to 
twelve quarts each twenty-four hours. 


“Early in June two squads of enlisted men and the 
laboratory personnel tested the ability of men to walk 
through the desert on one canteen of water per man. 
Both squads had their last water at 7:30 o’clock. One 
squad, walking only at night, made over twenty miles. 
The other squad, resting at night and walking from 
10 :30 o’clock, could make only eight and one-half miles. 
Both squads lost nearly the same amount of water in 
sweat and therefore suffered the same dehydration, but 
the night walkers were able to make two and one-half 
times the distance covered by the day walkers in the 
same time. This illustrates the advantage of doing 
work in the coolest part of the twenty-four hours when- 
ever water is precious.”—Science News Letter, Septem- 
ber 25, 1943. 








CLINICAL-PATHOLOGICAL CONFERENCE 
MINNEAPOLIS GENERAL HOSPITAL 


A. J. Hertzog, M.D., and S. V. Lofsness, M.D. 
Pathologists 





Presentation of a Case 
A-43-1067 


Dr. Lorsness: The case is that of a negro male, sixty- 
nine years of age, who was admitted to the Medical 
service on May 17, 1943, where he died on June 14, 1943. 


For the last several years he had been employed as 
janitor in a local building, and had been in good health. 
He never had dyspepsia and his appetite was good until 
early April, 1943. At that time he developed marked an- 
orexia, which persisted until his admission to the hos- 
pital. Associated with this, he lost about thirty pounds 
in weight and gradually became weaker. He stated that 
he had no pain whatsoever, and was able to work until 
May 10, 1943, when he collapsed to the floor and vom- 
ited a rather large amount of very dark liquid. During 
the last week before admission he remained at home, 
spending much of the time in bed because of weakness. 
He noted that his eyes became yellow and his stools 
black. He had urinary frequency but no dysuria, passing 
only small amounts of urine each time. During the 24 
hours preceding admission he noted mild lumbar back- 
ache, and this was the first pain he had experienced 
during his illness. On May 17, 1943, he again collapsed 
and vomited a large amount of black liquid, so was 
brought to the hospital. 

Examination showed him to be poorly nourished and 
his sclere were deeply jaundiced. His temperature was 
98 degrees, pulse rate 90, blood pressure 90/50. His pu- 
pils were moderately dilated, and did not react to light; 
they reacted slightly to accommodation. His heart did 
not appear to be enlarged and its rhythm was regular. 
There was a short systolic murmur at the apex. No 
abnormalities were found in the lungs. There was a 
large, firm, slightly tender, rounded mass in the supra- 
pubic region which extended up to the umbilicus. His 
liver was palpable two centimeters below the right cos- 
tal margin, but it was not tender. The extremities 
showed absent knee jerks, and positive great toe signs 
on the right. 


Laboratory studies: Urinalysis showed a trace of al- 
bumin and a few red and white blood cells; hemoglobin 
38 per cent (Sahli) ; RBC 2,030,000; color index 0.95; 
WBC 32,500 with 91 per cent neutrophiles; reticulocyte 
count 15 per cent; icterus index 100; Van den Bergh 
four plus direct and delayed direct; mean red cell diam- 
eter 8.8 microns; blood urea nitrogen 137.2 mg. per cent; 
creatinine 3.8 mg. per cent; plasma proteins 7.46 grams 
per cent. A blood smear showed marked macrocytosis, 
anisocytosis, and ten nucleated red cells per 100 leuko- 
cytes. Gastric analysis revealed 16 degrees of free acid. 
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A stool specimen showed a large amount of occult blood, 
and only a trace of urobilinogen. There was a trace of 
urobilinogen in the urine. 


Dr. Hertzoc: We have an elderly negro with weight 
loss, jaundice, uremia, anemia, bleeding from the gas- 
tro-intestinal tract and a large tumor in the lower 
abdomen. One’s first impression would be a gastro- 
intestinal malignancy that would act as a common de- 
nominator to explain everything. 


Dr. ArtHUR: He was catheterized shortly after ad- 
mission and the tumor disappeared. He had a urethral 
stricture and it was necessary to use a filiform catheter. 
We obtained 1800 c.c. of dark urine, with yellow foam. 
A retention catheter was inserted and his blood urea 
nitrogen fell to 32 mg. per cent in four days. His 
prostate was soft and not enlarged, so we felt that 
the retention was due to the stricture. 


INTERN: Is it dangerous to decompress the bladder 
suddenly by draining so much urine at one time? 


Dr. Hertzoc: The older urologists seemed to think 
so, but it is no longer generally accepted. Dr. Creevy 
tells me that after a careful search of the literature he 
was never able to find any statistics to show that it 
made any difference. May we see the x-ray films? 


Dr. STENsTROM: A film of the chest shows an ir- 
regular prominence of the arch of the aorta, suggest- 
ing a small aneurysm. The stomach presents a very in- 
teresting picture. There is a deformity on the’ lesser 
curvature which is present in all films, consistent with 
the diagnosis of a benign gastric ulcer. In addition, 
the duodenal cap is markedly deformed. The second 
portion of the duodenum can not be visualized. Our 
diagnosis is an ulcer of the lesser curvature of the 
stomach that is probably benign. The duodenum was 
never well visualized. 


_ INTERN: We do not have any serologic tests to help 
in the diagnosis of syphilitic aneurysm of the arch of the 
aorta. 


Dr. Lorsness: Serologic tests for syphilis are very 
unreliable in the presence of jaundice. In up to 20 per 
cent of cases, there is a false-positive reaction. In this 
case it might have been helpful to study the spinal 
fluid with regard to protein, cell count and gold curve. 


The patient remained about the same for three weeks. 
He complained of no pain, and was able to be up in a 
wheel chair part of the time. He was given two blood 
transfusions and his hemoglobin remained between 40 
and 50 per cent. His jaundice persisted, and repeated 
tests showed large amounts of blood in the stools— 
sometimes they were tarry. He remained afebrile but 
gradually became weaker; at no time did he complain 
of pain. He became stuporous two days before he 
died, and expired in coma. 
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Dr. SCHLEICHER: Because of the macrocytic anemia, 
we studied the sternal marrow. There was myeloid 
hyperplasia. The erythrogenesis was hypoplastic with 

a moderate increase of the basophilic normoblasts. It 
did not suggest pernicious anemia. We studied the 
blood for sickling but this was not present. It did 
suggest a hemolytic anemia; macrocytosis is often ob- 
served in acquired hemolytic anemia. 


Dr. Hertzoc: Clinically, there was chronic blood 
loss and nitrogen retention that could be etiological 
factors in the anemia. 


Dr. Petit: A liver biopsy was done. The picture 
was that of an obstructive jaundice with beginning 
biliary cirrhosis and many bile thrombi. 


Dr. Lorsness: A liver biopsy done with a long 15- 
gauge needle is a very valuable diagnostic procedure 
in the differentiation between the different types of 
jaundice. Unfortunately, the piece of tissue is so small 
that the pathologist cannot always make a defin 
diagnosis. Metastatic carcinoma can often be diagnosed 
but it is easily seen that the tumor nodules can be 
missed by the aspirating needle. Liver biopsies are 
particularly helpful in distinguishing between the so- 
called medical and surgical jaundice; i.e., whether the 
jaundice is due to an intrahepatic biliary block on the 
basis of primary liver disease or to an obstruction of 
the extra-hepatic biliary system. The laboratory dis- 
tinction between these two types of jaundice is not 
easy and the findings are often equivocal. It is the 
liver biopsy in this case that makes us quite sure that 
we are dealing with an obstruction outside of the liver. 
We have not explained the nature of the painless ob- 
struction. We know also that he has an ulcerated gas- 
tric lesion and a possible aneurysm of the aorta. 


INTERN: The clinical expression was probable car- 
cinoma of the head of the pancreas. 


Autopsy Findings 


Dr. Lorness: The body was jaundiced and poorly 
nourished. On opening the abdomen, the gall bladder 
extended three centimeters below the edge of the 
liver. It was very distended, containing about 200 c.c. 
of dark bile. All the bile ducts were also greatly dis- 
tended. There was a soft white tumor surrounding 
the ampulla of Vater, stenosing the duct. The tumor 


was up to two centimeters in diameter and elevated, 
but did not ulcerate the duodenal mucosa. However, 
there was an indurated, discrete ulcer on the lesser 
curvature of the stomach 2 cm. above the pylorus. 
This was 1 cm. in diameter and appeared benign. There 
was a similar ulcer, 1.5 cm. in diameter, on the pos- 
terior wall of the first portion of the duodenum. No 
eroded vessel was found in either ulcer, but it was 
felt that one of them was the source of the bleeding. 
Both kidneys showed hydronephrosis, and the ureters 
were dilated. Inasmuch as the prostate appeared nor- 
mal, it was felt that the hydronephrosis was due to 
the urethral stricture. The liver weighed 1,500 grams. 
It was bile stained, but otherwise appeared normal. 
The abdomen was otherwise negative. The heart 
weighed 290 grams, and was normal except for mild 
coronary sclerosis. The root of the aorta showed a 
thickened, wrinkled intima, and there was a sacular 
aneurysm 5 cm. in diameter in the arch. The lungs ap- 
peared normal. No metastases were seen. 


Microscopic Study: The tumor is a well differentiated 
adenocarcinoma. The liver shows the picture of ob- 
structive jaundice of relatively short duration, with 
central lobular atrophy, bile thrombi and slight cirrho- 
sis. The gastric ulcer is benign. The arch of the aorta 
shows a moderate number of lymphocytes in the me- 
dia and adventitia, consistent with syphilis. 


Dr. Hertzoc: Carcinomas of the papilla of Vater 
are relatively rare. Baggenstoss in 1936 reported 28 
cases from the autopsy records of the Mayo Clinic. 
The term “papilla of Vater” is preferable to “am- 
pulla of Vater’ as an ampulla is present in only about 
50 per cent of persons. Due to their location, these 
tumors are capable of producing obstruction to the 
papilla when less than a centimeter in diameter. Hence, 
they are an example of one of the smallest tumors 
in the body producing the earliest symptoms. Unlike 
carcinomas of the bile ducts, the growths are usually 
well differentiated and metastasize relatively late. The 
distinction between polyps and early carcinomas in these 
cases is often arbitrary. 


Anatomical Diagnosis: (1) Carcinoma of papilla of 
Vater; (2) jaundice; (3) gastric and duodenal ulcers; 
(4) urethral stricture; (5) bilateral hydronephrosis ; 


(6) syphilitic aneurysm of aorta. 





AVERAGE LENGTH OF LIFE INCREASES FOR WAGE EARNERS 


The average length of life for American wage-earn- 
ers increased by nine months during the first year of 
the war, reaching in 1942 the all-time high of 64.18 
years, Metropolitan Life Insurance Company sstatisti- 
cians report on the basis of their industrial policyhold- 
ers’ experience. 


Those in the nation who are middle-aged today, the 


figures further show, will live long enough to take a 
hand in building the postwar world and to see the 
many changes likely to come during the next quarter 
of a century. 


“Under present mortality conditions, white men forty- 
five years of age and white women close to fifty still 
have a quarter of a century of life before them,” the 
statisticians report. 


Octoser, 1943 


The nine months increase in average length of life 
of the industrial worker during the first war year was 
not, of course, the result of the war. This and the 
gains of preceding years of longevity resulted from 
“our excellent medical and public health facilities, to- 
gether with our rising standard of living.” 


A setback in longevity, the first since 1929, is predicted 
for the current year. Decrease in the supply of nurses 
and doctors for civilians, inability of public health serv- 
ices to expand as in the past, unsatisfactory living con- 
ditions around many centers of war industry, tightened 
living conditions for civilians and the mounting losses 
in the armed forces are expected to show up unfavor- 
ably in the mortality and longevity statistics at the 
close of 1943—Science News Letter, September 25, 1943. 








CASE REPORT 





AGRANULOCYTOSIS ASSOCIATED WITH SULFADIAZINE THERAPY 
EDMUND B. FLINK, M.D., AND THEODOR E. BRATRUD, M.D. 
Minneapolis, Minnesota 


ULFADIAZINE, in our experience, has_ been 

found to be a useful chemotherapeutic agent and 
provokes less toxic reactions than sulfanilamide, sulfa- 
pyridine or sulfathiazole. An infrequent type of reac- 
tion associated with sulfadiazine therapy is a decrease 
in the total leukocyte count from high or normal values 
to counts below 4,000 cells per cu. mm.”* Agranulocy- 
tosis has been reported to have followed the use of sul- 
fanilamide, sulfapyridine or sulfathiazole.**** A review 
of the literature indicates that there is only a single 
case report of agranulocytosis being due to sulfadia- 
zine.’ The outcome of this reported case was not fatal. 
Therefore, it would appear that agranulocytosis is an 
extremely rare complication accompanying the use of 
sulfadiazine. The following case report is presented as 
an instance of acute agranulocytosis with a fatal out- 
come occurring during the course of treatment with sul- 
fadiazine in a patient with subacute bacterial endocar- 
ditis. This patient represents the only fatal case of 
agranulocytosis that has been observed at the Univer- 
sity Hospitals following the use of any of the sul- 
fonamides. 


Case Report 


A white woman, aged twenty-eight was admitted to 
the University of Minnesota Hospitals on September 
29, 1942. She had been in apparent good health until 
the preceding April, when a pleuritic type of pain oc- 
curred in the right side of the chest. At this time 
she was seven months pregnant. Shortly thereafter, she 
noted the onset of increasing weakness which was as- 
sociated with night sweats, but no fever or chills. In 
June 1942, she delivered a normal female child after a 
short uneventful labor. Since then she had lost ten 
pounds in weight. About three weeks before entry to 
the hospital, a purpuric rash was noted on the lower 
extremities, and five days before admission, edema of 
the feet developed. Her past history revealed that at 
the age of fifteen she was told that she had a “leak- 
age of the heart” and she was not permitted to par- 
ticipate in high school athletics. There was no his- 
tory of rheumatic fever, but she had had scarletina at 
the age of ten. She had noticed no dyspnea, edema or 
palpitation prior to the onset of weakness associated 
with the present illness. 

The physical examination showed a _ well-developed 
and nourished woman. The temperature was i 
and the pulse 104 per minute. The essential findings 
were as follows: the skin over the lower extremities 
revealed a purpuric type of eruption which faded during 
the following forty-eight hours. No other petechize 
were noted. The heart appeared to be enlarged; per- 
cussion demonstrating the left border to be 11 cm. from 
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the midline in the fifth intercostal space. The pulmon- 
ary conus was prominent. A harsh systolic murmur 
and a soft diastolic murmur were audible in the second 
and third intercostal spaces to the left of the sternum, 
and over the sternum in the corresponding area. The 
blood pressure was 108/60 in both arms and 110/70 in 
both legs. The spleen was slightly tender and enlarged, 
the lower pole extending to the level of the iliac 
crest. 


Urinalysis at the time of admission revealed normal 
findings. Later, however, albuminuria was constant and 
associated with hematuria and pyuria. The hemoglobin 
concentration was 4.4 gm. per cent; the erythrocytes 
numbered 2,789,000 per cu. mm., and the leukocytes 
4,850 with a differential count of 77 per cent neutro- 
philes, 21 per cent lymphocytes, 1 per cent monocytes, 
and 1 per cent eosinophiles. A capillary fragility test 
was positive, but the bleeding and clotting time, clot 
retractibility, and platelet count were normal. Cultures 
of venous blood on five occasions showed growth of 
streptococcus viridans with an initial count of 60 col- 
onies of organisms per c.c. of blood. Terminally, a 
blood culture revealed 700 colonies per c.c. of coagulase- 
positive staphylococcus aureus and 10 colonies of strep- 
tococcus viridans. A roentgenogram of the chest re- 
vealed a slight but generalized enlargement of the 
heart and clear lung fields. A subsequent roentgeno- 
gram of the chest revealed a pleural effusion on the 
left and probable pulmonary infarcts. An electrocar- 
diogram was interpreted as showing sinus tachycardia, 
low voltage of the QRS complexes in all leads, a PR 
interval of 0.21 seconds, and a normal electrical axis. 

She left the hospital at the end of five days, but re- 
turned twelve days later. During this interval the car- 
diac murmurs had changed. The diastolic murmur was 
louder and the systolic murmur was higher pitched. 
Four days after her second entry, she had an episode 
of hematuria and pain in her left flank, which was 
interpreted as being due to a renal infarction. Treat- 
ment with sulfadiazine by oral administration was in- 
stituted. The relation of sulfadiazine therapy to the 
leukocyte and differential counts are presented in Ta- 
ble I. Sulfadiazine was given intermittently because 
of the accumulation of the drug in the blood and in- 
ability to insure adequate urine volume. The drug did 
not produce any clinical benefit. During her hospital 
stay, she received 2,000 c.c. of whole citrated blood. 
In addition, she was given erythrocytes suspended in 
physiologic saline solution, which were obtained from 
2,100 c.c. of whole blood. The hemoglobin concentra- 
tion rose from 4.4 gm. to 12.0 gm. per 100 cc. Her 
general condition improved following the transfusions; 
however, she had several hemoptyses due to pulmonary 
infarcts. She had a constant fever with an average 
daily temperature peak of 102° F. On November 4, her 
leukocyte count decreased from that of the previous 
count. On November 6, the leukocyte count was 950 
cells per cu. mm. with 42 per cent neutrophiles, 56 per 
cent lymphocytes, and 2 per cent monocytes. Sulfa- 
diazine was discontinued promptly on this day. The 
next day agranulocytosis existed and persisted until 
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| Total | Blood 
| Daily | sulfa- 
diazine 
(mg. |Leukocyte 
per Count 

diazine} 100 c.c.| (per cu. 
(gm.) |offree)| mm.) 


6,500 70 30 
7,400 
7,450 


Differential Count 





Date 

1942 

10-18 
10-19 
10-20 
10-21 
10-22 


Neut. |Lymph.| Mono. 





10-23 
10-24 
10-25 
10-26 
10-27 


10-28 
10-29 
10-30 
10-31 


11-1 
11-2 
11-3 
114 
11-5 


11-6 
11-7 
11-8 
11-9 
11-10 
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death four days later. During this time the total leuko- 
cyte count ranged from 2,300 to 500 per cu. mm, With 
the onset of the agranulocytosis her condition became 
progressively worse. She was delirious during the ast 
twenty-four hours, and her temperature rose to 106 F. 
terminally. One small ulceration of the pharyngeal mu- 
cous membrane was. noted the last day of her life. 

The clinical diagnoses were: subacute bacterial en- 
docarditis superimposed upon either an interventricular 
septal defect, or a patent ductus arteriosus with second- 
ary involvement of the pulmonary valve; pulmonary 
infarcts and congestion; severe hypochromic anemia; 
purpura secondary to a capillary toxicosis; and acute 
agranulocytosis due to sulfadiazine. 


Autopsy 


Only a limited. examination was permitted. The left 
pleural cavity contained 250 c.c. of clear, serous fluid 
and the right 50 c.c. There were 150 c.c. of clear fluid 
in the pericardial sac. The heart weighed 410 grams 
and showed a normal-appearing left ventricle, but the 
right ventricle’ was markedly hypertrophied and di- 
lated. Numerous fresh;. cauliflower-like, friable vege- 
tations were found on the pulmonary valve cusps, 
which also appeared thickened and fibrotic. Microscop- 
ically, the pulmonary valves revealed thickening and 
fibrosis at the base of the valve with old hyaline scar 
tissue and some fresh proliferation of young connec- 
tive tissue cells. The free margin showed an exten- 
sive ulceration with bacterial masses and platelet throm- 
bi making up the vegetations. The myocardium ap- 
peared to be somewhat soft and flabby but showed 
no areas of fibrosis, infarction, or myocarditis. A 
small interventricular septal defect measuring 5 mm. in 
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diameter was found in the central membranous portion 
of the septum. Section of the interventricular septum 
showed a thick layer of hyaline fibrinoid material cover- 
ing the surface on which were seen several vegetations 
of bacterial endocarditis. The vegetations consisted of 
hyaline fibrinoid material, platelet thrombus and _ bac- 
terial masses with but occasional leukocytes. Beneath 
the layer of fibrinoid material there was a layer of old 
scar tissue, the deeper portions of which show some 
proliferating fibroblasts. Beneath this there was an ac- 
tive proliferation of young cgnnective tissue cells, a 
number of capillaries and collections of macrophagus, 
a few lymphocytes and plasma cells. The right lung 
weighed 755 grams and the left lung weighed 665 
grams. Both lungs were intensely congested, edema- 
tous and largely filled with areas of gray and red- 
mottled confluent consolidation. Two white infarcts 
measuring 2.5 cm. and 1.5 cm. in diameter were noted 
in the lateral aspect of the left lower lobe. A large, 
firm, pale thrombus was found occluding the main 
artery to the left lower lobe beginning at the origin 
of the branch. Sections of the lungs revealed areas 
of infarction, the alveoli being filled with erythro- 
cytes and the interalveolar septe appearing necrotic. 
Areas bordering the infarcts showed a cellular reaction 
consisting chiefly of a proliferation of macrophages. 
Areas which appeared to be _ bronchopneumonia 
grossly, revealed the alveoli to be filled with macro- 
phages, lymphocytes, some fibrin, serum and erythro- 
cytes. No polymorphonuclear leukocytes were noted in 
the alveolar exudate or in any of the sections. The 
inflammatory reaction was characteristic of agranulo- 
cytosis. No infarcts were noted on the external sur- 
face of the spleen. The splenic substance showed an 
intense congestion grossly and microscopically. The 
liver edge extended 8 cm. below the right costal mar- 
gin in the mid-clavicular line and on section there 
was definite evidence of chronic passive congestion. 
The kidneys had. smooth but swollen surfaces and the 
cut edge was somewhat rounded and congested but 
microscopic appearance was normal. The bone mar- 
row of the sternum was red throughout. There was 
a complete absence of granulocytes, but the erythroid 
elements appeared to be normal. 

The anatomic diagnoses were: acute agranulocyto- 
sis; patent interventricular septal defect; subacute bac- 
terial endocarditis of the pulmonary valves, pulmonary 
conus, and the right side of the interventricular sep- 
tum; right ventricular hypertrophy with dilation; pul- 
monary infarcts, bilateral pulmonary edema, and 
bronchopneumonia; chronic passive congestion of liver, 
spleen and kidneys. 


Summary 


A case of subacute bacterial endocarditis is reported 
in which acute agranulocytosis developed twenty days 
after instituting therapy with sulfadiazine. The total 
dose was 54 grams, given over a period of twenty 
days. The sulfadiazine appeared to have caused the 
agranulocytosis because no other drugs were admin- 
istered immediately prior to the onset of the agranulo- 
cytosis. 
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HISTORY OF MEDICINE IN DODGE COUNTY 
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Rochester, Minnesota 


and 


CHARLES E. BIGELOW, MLD. 
Dodge Center, Minnesota 


(Continued from September issue) 


Dr. Jasper Bedient (1838-1920), one of the pathfinders in medicine in 
Southern Minnesota, was born near Gilbertsville, New York, on May 17, 1838, 
the son of Alanson Bedient and Linas Kinne Bedient.2** His father was a 
farmer of Scotch-Irish descent and his mother was Scotch-English. Both his 
parents were natives of Otsego County in New York, and the family history 
in America extended back to before the Revolutionary War. The young man 
was reared on his father’s farm, and received his preliminary education at the 
local academy in Gilbertsville. He then studied medicine under Dr. C. D. 
Spencer, and attended the Berkshire Medical College in Pittsfield, Massachusetts, 
from which he was graduated on November 20, 1860. The thesis which he 
wrote and defended for his degree was “Primary Syphilis.”"° He then prac- 
ticed medicine for about one year in Bainbridge, New York, and in 1862 came 
to Mantorville in Dodge County. In 1866 he removed to Mankato, where he 
lived for about two years. From Mankato he went to California; but in 1869 
he returned to Dodge County, to settle in Kasson. 


On June 24, 1871, Doctor Bedient was married to Miss Marinda Atherton, 
a native of Canisteo, Steuben County, New York,?"* and at about the same time 
he seems to have been elected a member of the Minnesota State Medical Society. 
His name appeared in the list of members in the Transactions of the society 
for 1871,?7° but not in the Transactions of 1870. He became a member of the 
American Medical Association in 1877, and was licensed to practice medicine 
in Minnesota by exemption on April 19, 1884, receiving License No. 877.*° 


Doctor Bedient became county physician of Dodge County, health officer of 
Kasson, a member of the board of education of Kasson, and a member of the 
board of pension examiners. In November of 1883 he injured his right arm 
when his team of horses suddenly bolted and ran wid,?* and after undergoing 
an operation at Rochester in 1900 he began to think of retiring. He retired 
in 1904, and spent the remaining sixteen years of his life in Kasson. There 
he died on November 24, 1920, at the age of eighty-two years.””? He had prac- 
ticed medicine in Dodge County for a total of thirty-five years, and had been 
a resident of Kasson for more than a half century. 


Dr. Reuben Willson (1822-1900) was born in the state of New York in 
1822, and after studying medicine with Dr. A. Ames and Dr. Benjamin Walton 
he entered the old Berkshire Medical College at Pittsfield, Massachusetts.2?% 22% 
At the time he was living in Potsdam, New York. He was graduated from this 
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institution as a Doctor of Medicine in 1853, and the title of the thesis, ““Humbug,” 
which he wrote and defended at his graduation is so unusual that a passage 
from it may be reproduced herein by courtesy of Miss Fannie G. Clark,”*® his- 
torical librarian of the Berkshire Athenzeum of Pittsfield, Massachusetts: 


So completely indeed are the sympathies of the people in some localities with quack- 
ery that the name physician has become almost a by-word and reproach. . . . Truth is 
the power toward which he steers, and humanity the power which urges him on... . 


‘On June 6, 1853, at Canton, New York, he was married to Miss Emma Ellis,” 
daughter of the well-known American sculptor and artist, Salathiel Ellis (1803- 
1879), who designed the dies for several of the medals (one bearing the like- 
ness of Lincoln) given to the Indians by the Federal Government. Ellis set- 
tled on a farm in Milton Township in Dodge County in 1858, and it seems 
very likely that he was responsible for bringing his son-in-law, Doctor Willson, 
to Dodge County in 1866. 

On May 8, 1863, Doctor Willson was mustered into service as assistant sur- 
geon of the Eighth Wisconsin Regiment of Volunteers, at Walnut Hills, Mis- 
sissippi. He was honorably discharged with this rank on August 22, 1864. 

‘As previously said, he came to Mantorville in Dodge County in 1866. He 
was said to be a good physician, but was troubled to some extent by deafness 
which ultimately became so severe that it was a prominent factor in his death. 
There is evidence that he was a respected and adequately favored practitioner 
while he was in Dodge County. In 1868 he and Doctor Garver were appointed 
county physicians,?** and Doctor Willson, as previously indicated, was one of the 
founders of the Dodge County Medical Society in September of 1869.%* Doctor 
Willson became a member of the Minnesota State Medical Society on June 
11, 1872, at the fourth semi-annual session of that body at Rochester.?* 

In December of 1877 Doctor Willson removed to Fairmont, Nebraska, and 
when he left Mantorville the Dodge County Républican?*® spoke of him as “an 
excellent physician, prompt in his attendance upon, and skillful in his treat- 
ment of, patients. An old resident here, he leaves many friends behind, who 
wish him abundant success in his new home.” 

In August of 1879 Doctor Willson returned to Mantorville with his daugh- 
ter, who was dying of pulmonary tuberculosis, and it was said that while he 
stayed in Mantorville he answered professional calls.2*7 His daughter died on 
September 12, 1879, and it is believed that Doctor Willson then returned to 
Nebraska. By about 1889 his deafness had become so pronounced that. he 
retired from the practice of medicine and moved to San Jose, California. There 
he lived until 1900. As he was walking down the street in that city in June 
of 1900 he was struck and trampled upon by a runaway horse attached to a 
wagon, the noise of which he had not been able to hear. He died a few hours 
later, on June 19, 1900,?**-??8 at the age of seventy-eight years. 


Dr. James McLaughlin (1816-1883) was born near Londonderry in the 
North of Ireland on April 17, 1816.28 He was brought to the United States as 
a boy by his parents, and it is believed that he was reared in Coshocton Coun- 
ty, Ohio.** He taught school in Coshocton County for a number of years, and 
in 1844 began to study medicine with Dr. Lorenzo James of Coshocton.** In 
1848 he attended a course of lectures in medicine at the old Cleveland Medical Col- 
lege, and it has been said that he was graduated from this institution with 
the degree of Doctor of Medicine in 1849.* He began the practice of medicine, 

*It has not been possible to check this particular date. In another source (Reference No. 84) it was 
implied that Doctor McLaughlin was graduated from the Cleveland Medical College in 1853, and that 


he returned thereupon to Ohio. 
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possibly in Coshocton County, Ohio, and in 1851 moved to Southern Mich- 
igan.?*° Later he moved to Beaver Dam, Wisconsin, and in 1866 he came to 
Mantorville in Dodge County, as has been shown herein. He served as a 
member of the town council, member of the board of education of Mantor- 
ville, and as a member of the board of supervisors of Dodge County.* 


Lord’ called Doctor McLaughlin “perhaps the most highly educated man 
among the early day physicians,” and said that he was “a very quiet and dig- 
nified man, whom everybody respected.” Doctor McLaughlin was a staunch 
Republican, active in party councils and in practical politics as well. He was 
a wealthy man when he came to Dodge County, and although he still acted 
in consultation with other physicians on occasion, it is believed that he was 
keenly interested in real estate, rather than in medicine, in his later years. 
This gave him time to engage in politics. He was elected to the Minnesota 
State Senate from Dodge County in 1880, and was reélected in 1882. It would 
seem, therefore, that he had at least a part in the drafting and passage of the 
medical practice act of 1883, which was enacted by the twenty-third session 
of the State Legislature. While Doctor McLaughlin was serving in the 
Minnesota State Senate in Saint Paul in 1883 he fell victim to pneumonia. 
He was sixty-seven years old at the time, and had suffered from renal insuf- 
ficiency for years. His weakened resistance gradually receded, and he died of 
pneumonia at the Sherman House in Saint Paul on February 22, 1883.""*?° 
He was buried in the cemetery at Mantorville. By the terms of his will he 
bequeathed $10,000 to Hamline University of Saint Paul.?*° 


Very little is known about Dr. John B. Willson of Kasson. He came to 
that town in July of 1867, when Kasson was about two years old and had a 
population of only about 100. At the time the Dodge County Republican*™ said 
of him: 

We learn that Doctor Willson, a gentleman from the East, and a brother of Doctor Willson 
of Mantorville, has made arrangements to locate at Kasson, and has commenced the erection 


of a house. We welcome him to our midst, and trust his residence among us will be both 
pleasant and profitable. 


In September of 1867 Doctor Willson’s professional notice in the Dodge County 
Republican was as follows: 
Dr. J. B. Willson 

Physician and Surgeon 

Office in the Drug Store 

Residence at the head of 
Main Street, Kasson 

Graduate of Castleton Medical School, Vt.* 


In December of 1867 the Dodge County Republican**® remarked that “Doctor 
Willson of this village is growing in popularity almost daily. He understands his 
profession, and if the country was not quite so healthy, he would do a thriving 
business.” 


Doctor Willson, a little later, used the columns of this newspaper*** to express 
his gratitude for what seems to have been a gift of the townspeople of a buffalo 
robe and other articles. 


Doctor Willson’s son, Cullen R. Willson, died in Kasson in 1870,”? but from 
that year onward nothing is known about the physician. He was said to have been 
advanced in years when he came to Kasson in 1867, and it is believed that at some 

*Castleton Medical College, Castleton, Vermont. 
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time in 1874 he retired from the practice of medicine and removed to California. 
His professional notice appeared for the last time in the issue of the Dodge 
County Republican of Kasson for May 1, 1874. 


Dr. Charles Severin Beaulieu (1835-1896) was born in France in the 
Départment of the Loire on February 11, 1835.%° At the age of five 
years he was brought to the United States by his parents. His father 
was a French political exile. The boy lived for ten years in Canada, 
and later in Oswego County, New York, but he was educated in France 
for the Roman Catholic priesthood, a faith and a career which he renounced 
after he had occupied a vicarage somewhere in France. He returned to New 
York State, and at the outbreak of the War of the Rebellion, at the age of 
twenty-six years, he decided to enter the Union armies. He thereupon raised 
a company of vounteer infantrymen, and on May 17, 1861, at Elmira, New 
York, was mustered into service as a first lieutenant in command of Company 
D of the 24th New York Infantry Regiment of Volunteers.” On January 
15, 1863, he was discharged from the service so that he could accept a cap- 
taincy. On January 16 of the same year he was sworn in as captain of the 
company he had previously served as first lieutenant.2 Records consulted 
by the authors indicate that he was mustered out of the army and honorably 
discharged as a captain at Elmira, New York, on May 29, 1863.2 It may 
also be that he served as captain of Company H of the 4th United States 
Veteran Volunteer Infantry Regiment,””** perhaps until as late as 1867. 


Doctor Beaulieu, in about 1867, went to Indianapolis, where he remained 
until 1868. His second wife died at Kentland in Indiana.”* In 1868 he removed 
to Concord in Dodge County, and he stayed there until November of 1880. 
In June of 1878 it was remarked” that he had narrowly escaped mishap on 
the road when his horse was frightened by a dog. In November of 1880 he 
was called to Brownsdale in Mower County to be pastor of the Christian 
Church there, and in October of 1882, at Minneapolis, he was ordained as an 
evangelist of the Christian Church.” He was licensed to practice medicine 
in Minnesota on December 31, 1883, by exemption.*® In Brownsdale he be- 
came chaplain of the Colonel Henry Rogers Post* No. 11 of the Grand Army 
of the Republic. 

How long Doctor Beaulieu remained in Brownsdale it is not known; but 
is was said*® that in 1895 he was living in the village of New Haven, in Frank- 
lin County, Missouri. The postmaster of that village, after interviewing old 
residents thereof, said that Doctor Beaulieu apparently contented himself by 
running the town newspaper and preaching in the Christian Church. He was 
characterized” as “a large man, a good minister, had a very good voice, and 
it seems was very well educated.” It does not appear that he practiced med- 
icine in Missouri, for he was never licensed to practice in the state’® or in 
Franklin County. 

So far as is known, Doctor Beaulieu was married four times. His third wife 
was Mrs. Lena Green Slocum, widow of Dr. Julius Franklin Slocum (1843- 
1874), who had come to Mantorville in 1853 with his parents, but who died 
in Marion in Olmsted County.®® Since Doctor Slocum lived until 1874, it is 
probable that Doctor Beaulieu’s marriage to Mrs. Slocum took place after 
1874. She was a native of Vermont,” but had been reared in Dodge County. 
Doubtless she was the young widow who, Woods* and Moreland® said, was 
_ *Named for Lieutenant-Colonel Henry C. Rogers (eset) of Brownsdale, who had settled there 
in 1856. He was secretary of state of Minnesota from 1866 to 1870, and had served as lieutenant- 
colonel of the Ninth Minnesota Regiment of Volunteer Infantry. 
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married to Doctor Beaulieu while the physician-clergyman was practicing in 
Concord. 


Doctor Beaulieu died in DeSoto, Missouri, on December 15, 1896.2" On 
February 2, 1897, application for a widow’s pension, on the basis of Doctor 
Beaulieu’s service in the War of the Rebellion, was made by Mrs. Alice S. 
Beaulieu.” It is assumed that this was the woman Doctor Beaulieu married 
while he was in New Haven, as mentioned by Grannemann.”” Presumably 
she was Doctor Beaulieu’s fourth wife. 


Dr. Stephen William Ranson (1843-1904) was born in Kalamazoo, Michi- 
gan, on May 13, 1843, the son of George Ranson, a native of London, Eng- 
land, and Julia Ann Parker Ranson, a native of Staffordshire, England.** The 
first four years of his life were spent in Michigan, and the next nine years were 
spent in Canada. In 1856 his parents removed to Dodge County to settle on a 
farm in Mantorville Township. The young man attended the old Minnesota 
Seminary at Wasioja, and during the winters of 1864 and 1865 taught school in 
Olmsted County. In the fall of 1865 he began to study medicine under the pre- 
ceptorship of Dr. T. G. Jones of Janesville, Wisconsin. On November 21, 
1865, he was married to Miss Mary Elizabeth Foster, of New York State.?* 
He studied with Doctor Jones for a year and eight months, and attended a 
course of medical lectures at the University of Michigan during the winter 
of 1867-1868. He completed a second course of lectures at the Chicago Medi- 
cal College, from which he was graduated as a physician on March 22, 1870.?* 
On April 3, 1870, he began the practice of medicine in Dodge Center, as the 
first permanent physician the town had ever had. In 1872 he opened a drug 
store in the village, operating it until 1878. 


Doctor Ranson became a member of the American Medical Association in 
1882. He was licensed to practice medicine in Minnesota on December 31, 
1883, under Certificate No. 587,*° and some three years later, at the eighteenth 
annual session of the Minnesota State Medical Society in Minneapolis on June 
17, 1886, he was elected a member of that organization. 


Doctor Ranson, as has been shown,’** was accustomed to bring certain of 
his patients to Rochester, where Dr. William Worrell Mayo (1819-1911) or 
Dr. William J. Mayo (1861-1939) or Dr. Charles H. Mayo (1865-1939) would 
attend them. Dr. William J. Mayo and his father have recorded one such inci- 
dent.?* Doctor Ranson had called the Mayos, father and son, to operate, if 
possible, on one George Cooper of Kasson, who was seventy-two years old 
at the time. He was suffering from strangulated hernia, and apparently had 
sought homeopathic attention. “In the hands of homeopaths he had been mal- 
treated for eleven days,” the two Mayos’** declared, “and upon arrival found 
him in a condition hardly to warrant an operation.” They nevertheless operated 
upon the aged patient ; but he died four weeks later. 


In 1891 Doctor Ranson operated, with the assistance of Dr. Samuel H. Van 
Cleve (1853-1912) of Mantorville and Dr. Osmon F. Way of Claremont, upon 
a woman who had a deep vesico-ureterovaginal fistula. The operation was a 
success, and apparently represented something of an achievement for Doctor 
Ranson,?** who observed: 


Urinary fistula is a theme on which medical men do not seem inclined to dwell. Hence 
the literature on this subject is rather mediocre. This apparent apathy is no doubt due 
to the unfavorable results in this field of surgery, fully fifty per cent requiring more 
than one operation, while at least ten per cent are incurable. 
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Doctor Ranson was recognized as a valuable citizen of Dodge Center. He was 
the chief supporter of the Methodist Episcopal Church there, and for more than 
thirty years was superintendent of that church’s Sunday school. He was a 
heavy, powerful man, more than six feet tall. 


In April of 1897 Doctor Ranson was elected president of the Southern Min- 
nesota Medical Association,**** but this honor was soon overshadowed by the 
death of his young son, Dr. George Ranson (1871-1899), who had been asso- 
ciated with his father in Dodge Center from his graduation from the University 
of Minnesota College of Medicine and Surgery until 1898. He died of what 
appears to have been acute nephritis or renal insufficiency of some type, at 
Saint Peter, Minnesota, on June 8, 1899.56 


Doctor Ranson died in the line of arduous duty. Summoned to the home 
of a patient some two miles from Dodge Center in February of 1904, he reached 
the place in great physical distress. He was in such a condition that he had to 
be helped into the house. Mrs. Ranson and Dr. Charles Sumner Bigelow (1845- 
1931) of Dodge Center were called, but both arrived too late for Doctor Ranson 
to be able to recognize them.”** He died in this patient’s home on February 3, 
1904, of some form of cardiac disease, and was buried in the cemetery at Dodge 
Center. 


“Perhaps no man in the county was better or more widely known than Doc- 
tor Ranson,” it was written.2** “, .. Although he was a graduate from a good 
medical school, his education was never finished. He was a student all his 
life and his patients had the benefit of all new discoveries in the science of 
medicine.” 


Three of Doctor Ranson’s children became physicians. One of them is still 
alive (1943): Dr. Mary Eliza Ranson Strickler (1873- ) of Sleepy Eye, Min- 
nesota, and Long Beach, California. Another, Dr. Walter Stephen Ranson (1880- 
1942), was professor of neurology and director of the Neurologic Research In- 
stitute of the Northwestern University Medical School at the time of his death, 
and a well-known figure in American neurology. He was the author of the 
text, The Anatomy of the Nervous System, which he was revising at the 
time of his death, and was an accepted authority on the structure and certain 
functions of the peripheral nervous system. He died in Chicago, on August 
30, 1942.23° 


*He had been first vice president in 1895. 


(To be continued in the November issue.) 


References will appear at the conclusion of this article. 


OctoBer, 1943 











President's Letter 


THE MEDICAL PROFESSION CAN DO IT 


We may well view with alarm the provisions of the Wagner-Murray Bill which would 
put the control of all medical service in the United States in the hands of the Surgeon- 
General of the Public Health Service. Centralization of power in Washington has already 
gone much too far and there is a widespread and insistent demand that powers of government 
be de-centralized and that the states and local governments resume their proper functions. 
However, we overlook the fact that the Surgeon-General of the Public Health Service 
possesses no knowledge that is not possessed by the medical profession, and that, but for 
the failure of the organized medical profession in the various states to put that knowledge 
to practical use, there would be no need for a United States Public Health Service at all. 
The Minnesota State Medical Association is amply able to take care of the public health 
needs of Minnesota. 


Of course, the national health services are so thoroughly and firmly intrenched that 
it is foolish to suggest abolishing them, and even a curtailment of their powers would meet 
strong opposition. Under the circumstances, the medical profession should at least do all 
that it can to prevent further extension of those powers. 


The Committee on Industrial Health of our Association, met a few days ago and the 
greater part of the time was consumed in a discussion of mass surveys of workers with a 
view particularly to the discovery of cases of tuberculosis. This involves, of course, a 
large number of x-ray examinations of the chest. The cost of such surveys, at the fees 
ordinarily charged by roentgenologists, is prohibitive. Mass surveys of this kind are made 
economically feasible by the use of miniature films: viz 35 m.m. or 4x5 inch films. In 
some instances commercial organizations which specialize in such mass x-ray surveys have 
been called in by an employer to examine the employes. If objection is raised that this 
commercial x-ray concern is practicing medicine in the state, without a license, then the 
films are taken outside the state to be read. This is certainly not a wholesome condition. 
Industry is willing to cooperate with the medical profession and would, I believe, prefer 
not to have any more government bureaus to deal with. 


No solution is offered or even suggested here; but the purpose of this letter is to em- 
phasize the fact that the demand is here. The medical profession has the facilities, the talent 
and the knowledge. It should have the wisdom and the statesmanship to find the means 
to meet this demand, and thus leave. no excuse for the entrance of any Public Health 
Service, or any other governmental agency. 


President, Minnesota State Medical Association 
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THE A.H.A. AND THE A M.A. 


ry the last meeting of the House of Delegates, 
the involved question of the propriety of 
hospitals furnishing the services of physicians 
such as those in charge of x-ray departments, 
laboratories and anesthetics in addition to room, 
board, nursing, et cetera, received special atten- 
tion. The reference committee which considered 
the report of the Board of Trustees which in- 
cluded the results of an extensive study of the 
question, rhade the recommendation in brief that 
the furnishing by hospitals of services of physi- 
cians (x-ray, laboratory and anesthesia special- 
ist) is injecting a third party (the hospital) into 
the furnishing of medical care, and is fundamen- 
tally wrong. The committee further recommended 
that the House of Delegates urge the American 
Hospital Association not to include x-ray, lab- 
oratory, and anesthesia in its hospital service 
contract. 





The hospital service organizations which have 
shown such phenomenal growth in recent years 
have benefitted the public, the hospitals, and the 
medical profession. The contracts provide in 
some cases for certain maximum x-ray costs 
and a percentage of specified x-ray charges, anes- 
thetics, and limited laboratory charges in addi- 
tion to specified allowance on the hospital bill 
for room, board, dressings, and floor nursing 
service. The contract is substantially insurance 
against the cost of services usually supplied by 
the hospitals. 


It is the increase in the number of hospital 
service contracts which has doubtless brought to 
a head the question of the propriety or advisa- 
bility of hospitals supplying the services of doc- 
tors such as those mentioned, to any patients. 
We have heard no protests against the hospital 
furnishing the services of young doctors such 
as interns and residents, or of nurses or pharma- 
cists. ; 


A hospital to be more than a hotel must sup- 
ply certain medical services. The hospital must 
have x-ray and laboratory equipment and should 
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have a medically-trained individual in charge. 
The stumbling block seems to be the method of 
compensating the x-ray, laboratory, and anes- 
thesia specialist. From the hospital standpoint, 
the usual salary basis obviates a lot of bookkeep- 
ing. A method of designating a percentage of the 
x-ray bill as fee for the x-ray specialist is one 
alternative which, however, might be open to 
abuse. 


The criticism voiced in the committee report 
mentioned that in many cases the x-ray special- 
ist is underpaid, is remediable. The criticism 
that hospital x-ray charges are excessive might be 
met with the question whether they are more 
than those of the x-ray specialist in private 
practice. And that question raises the further one 
whether the charges for x-ray work are not out 
of line and more than are justified by cost of 
equipment, replacement, and operation. 


X-ray service when needed constitutes one of 
the expensive items for the sick. It is highly de- 
sirable from the patient’s standpoint that its pos- 
sible need should be included in a hospital serv- 
ice contract. Lowering the cost of illness is one 
of the aims of the medical profession. The hos- 
pital service organization does not determine the 
compensation of the employed x-ray specialist 
but insures against hospital expense which may 
include x-ray service. So the problem reverts to 
the proper method of compensating the medical 
man serving the hospital. 


It is perfectly true that it is very important 
that no third party should control the dispensa- 
tion of medical care by the physician to the pa- 
tient. There is little danger that hospitals will 
ever act in this capacity as third party. There 
may be some danger that hospital service organ- 
ization might attempt to expand the present pro- 
visions of their contracts to include more than 
diagnostic medical service. This, however, would 
constitute medical practice by a corporation which 
is contrary to law. 


We have tried to present an unbiased picture of 
the unfortunate controversy which has arisen 
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between the A.H.A. and the A.M.A. We would 
welcome a proposal which would solve the pro- 
vision of the above-mentioned medical services in 
the hospital better than the present system. 
—C.B.D. 





SUDDEN DEATH FROM CORONARY 
OCCLUSION 
HE cause of sudden death from coronary oc- 
clusion is frequently not explained at autopsy. 
In some the heart has ruptured, and an embolus 
from a mural thrombus is another possibility. 
In an appreciable number, however, the infarcted 
area in the myocardium is not very large and does 
not explain a sudden exodus. In the few in- 
stances reported where an electrocardiogram was 
being taken at the time of death, the record has 
shown an asystole or a fibrillation of the ventricle. 


Many experimental ligations of branches of 
the coronary arteries have been carried out which 
have thrown considerable light on the subject.* 
The ligation causes an infarct in the heart muscle 
with rapid degeneration in the affected muscle. 
The ligation is immediately followed by a fall in 
blood pressure, extrasystoles, or a bradycardia 
and then a tachycardia with a swelling of the myo- 
cardium outside the infarct. The contractions of 
the ventricle become more feeble and rapid, and 
in fatal cases ventricular fibrillations supervene. 
Perhaps the most important fact observed in such 
experiments is the clearly demonstrated general- 
ized coronary vasoconstriction in the non-ob- 
structed coronary vessels. In some fatal cases, 
areas of ischemia outside the infarct have been 
observed. It has also been observed that a fatal 
outcome is much less likely to occur if the liga- 
tion is carried out under morphine and a general 
anesthetic. This observation doubtless led certain 
experimenters to test the effect of atropine and 
the xanthine drugs (theobromine, theophyllin and 
theophyllin with ethylenedramine (aminophyllin) 
on the reflex spasm. They found that animals ad- 
ministered atropine and/or aminophyllin were 
much more likely to survive the ligation than 
controls. 


It seems logical to assume that much the same 
sequence of events occurs in the human heart 
following coronary occlusion or thrombosis. If 
so, the generalized reflex vasoconstriction of the 


*Manning, G. W., McEachern, C. G., and Hall, G. E.: Reflex 
coronary artery spasm following sudden occlusion of other cor- 
onary arteries. Arch. Int. Med., 64:661, (Cctober) 1939. 
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non-obstructed coronary vessels, which leads to 
ventricular fibrillation and explains sudden exi- 
tus, is an important consideration. According to 
LeRoy and Snider,} atropine and aminophy!lin 
are indicated in any patient with coronary occlu- 
sion whether the symptoms are severe or mild, 
Atropine sulphate (1/75 grain) intravenously or 
aminophyllin (5 to 7% grains) in 20 c.c. of water 
given slowly intravenously is indicated at once, 
and the effect of the drug maintained by intra- 
venous or mouth medication. While morphine is 
usually required to control the pain in coronary 
occlusion, it does not serve to break the reflex 
vasoconstriction, and either atropine or amino- 
phyllin is necessary. Quinidine, too, does not 
serve the purpose. 

We know of no published results of experience 
in the use of this additional medication from lo- 
calities in which it is being used, but it would 
seem that this is a contributon to the treatment of 
this prevalent disease. 





MUSCLE CO-ORDINATION AND ENDURANCE 


HE mobilization of man power for war has 

led again to the revelation that a large per- 
centage of our young men are physically below 
the standard requirements. This is doubtless 
true of all countries, and there is no reason to 
believe that the young men in our country are 
inferior to those in any other, although compari- 
sons are impossible. 

Many of the defects found are not preventable 
and some are not remediable. The correction of 
some defects does not qualify the individual for 
military service. An appreciable number of dis- 
abilities can be traced to nutritional defects due 
more to ignorance in the matter of diet than to 
inability to obtain proper food. The field of nu- 
trition and dietetics of necessity is receiving con- 
centrated attention at present. 

One requirement of a good fighting man which 
is not uncovered in the examination of a draftee 
is his muscle codrdination and endurance. Al- 
though this ability or its lack becomes manifest 
when it comes to trying out individuals for spe- 
cial military activity, its detection requires a spe- 
cial form of examination. 


A report of the examination of first-year male 


tLeRoy, George V., and Snider, S. S.: The sudden death of 
patients with few symptoms of heart disease. J.A.M.A., 117: 
2019, (Dec. 13) 1941. 
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college students at the University of Illinois by 
Cureton* reveals the woeful lack of physical 
agility and strength in a large percentage of those 
examined. The tests used consisted of athletic 
stunts commonly performed in a gymnasium in- 
cluding high and broad jump, pull up and push 
up, vaulting over a bar, leg lift and sit up, and 
swimming. In brief two-thirds could not swim 
fifty yards, a quarter could not chin themselves 
five times, and two-fifths could not “skin the cat.” 

The tests used were for endurance as well as 
agility and indicated the individual’s “condition” 
as well as training in the codrdination of his 
muscles. The value of agility and strength is 
not limited to its demonstration in a gymnasium. 
In war time the ability to “run, jump, dodge, fall, 
climb, swim, ride, lift and carry loads, and en- 
dure long hqurs of continuous work” is definitely 
life saving. In peace time there are, too, occa- 
sions when agility stands one in good stead. 
Awkwardness and early fatigue are the cause of 
many accidents. 

While athletics plays a prominent part in 
American life, there is indication that the youth 
of this country would be better off if more par- 
ticipated and fewer sat in the grand stand. Be- 
cause of the greater number of students in the 
high schools, it is there, especially, that greater 
interest should be aroused in developing mus- 
cular skill and strength as a preparation for 
adult life, be it in peace or war time. 





FINGERPRINTING OF MEDICAL STUDENTS 
AND PHYSICIANS 

AURICE H. REES, Dean of the Univer- 

sity of Colorado School of Medicine and 
Hospitals, has recently pointed out the frequency 
with which medical schools might have avoided 
embarrassment by proper identification of per- 
sons presenting transcripts and other school rec- 
ords. Medical imposters, too, frequently escape 
recognition because of carelessness in identifica- 
tion of important records. Because of the legal 
aspects of medical education and licensure, Rees 
recommends that schools should require finger- 
print records of all medical students and urges 
that diplomas and licenses carry fingerprints on 
the backs. All certificates of specialization might 
carry similar identification in order to lessen the 


*Cureton, Thomas K.: 


; The unfitness of young men in motor 
fitness. 


Jour. Am. Med. Assn., 123:69, (Sept. 11) 1943. 
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likelihood of theft or other loss and subsequent 
arrival in unauthorized hands. 

Since fingerprinting appears to be an infallible 
method of human identification, its use will prob- 
ably become universal. The medical profession 
should be among the leaders in attempting to 
overcome public reluctance to be fingerprinted 
because of the common association between finger- 


print identification and criminology. 


Since there 
are personal advantages in having one’s finger- 
prints recorded the profession might well encour- 
age such identification of its present members as 
well as those now in medical school. Larger 
medical meetings might be used to offer to the 
physician a convenient opportunity for recording 
his fingerprints. 





POLIOMYELITIS AND EPIDEMIC 
MENINGITIS 

CCORDING to reports poliomyelitis has 

been epidemic in many parts of the country. 
Minnesota has been fortunate in the comparative- 
ly few cases reported so far this year. Up to 
September 18, 1943, there have been only eighty- 
two cases with five deaths among Minnesota res- 
idents reported to the State Department of 
Health. There have been, however, eleven addi- 
tional cases, two of them fatal, in out-of-state 
residents brought from neighboring states for 
treatment. As is usually the case, there were 
few cases (six) in the first six months of the 
year. In July the number reached thirteen, in- 
cluding one death, and in August, forty-seven, 
including two deaths. Up to September 18, the 
number had fallen off somewhat as only sixteen 
cases with two deaths had been reported although 
doubtless there has been some delay in the report- 
ing of new cases during this month. Minneap- 
olis and Saint Paul have had almost the same 
number of cases and about as many together as 
the rest of the state. The total number of cases 
and deaths up to September 18 is approximately 
the same as for the entire year of 1942. In 1942, 
there were 83 cases (nine deaths); in 1941, 
306 cases (thirty-eight deaths); in 
1940, there were 258 cases (twenty-six deaths) ; 
in 1939, there were 564 cases (fifty-three 
deaths) ; and in 1928, there were 48 cases (ten 
deaths). 


As reported in other parts of the country, there 
has been a decided increase in epidemic menin- 


there were 
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gitis in Minnesota in 1943. Up to September 15, 
eighty-five cases with eleven deaths had been re- 
ported. The record shows a rather even distri- 
bution in the number of cases each month for 
the first six months of the year with about twelve 
cases each month except in March, when there 
were eighteen. In July, August, and September, 
the number has fallen considerably with eight, 
three, and one case respectively. Compared with 
recent years, the mortality of eleven in eighty-five 
cases is considerably reduced doubtless due to 


sulfa therapy. For instance, in 1942 eight of 


eighteen cases were fatal; in 1941, eight of twen- 
ty-three ; in 1940, eight of nineteen; in 1939, five 
of seventeen ; and in 1938, thirteen of thirty-nine. 
In previous years, the mortality was about fifty 


per cent. 

The above figures were kindly furnished by 
Dr. O. McDaniel of the Division of Preventable 
Diseases of the Minnesota State Department of 
Health. 

The polio epidemic this year first made its 
Southern involving 
eventually much of the country. From Texas to 


appearance in California, 
Oklahoma and Kansas and Illinois it seemed to 
Further 
made into Oregon and Washington. 


jump to Connecticut. inroads were 

Official figures for the entire country showed 
2,317 cases up to July 31 this year, compared 
with 1,020 last year. The total for the first thirty- 
three weeks of the year was 4,059, the largest 
number for the corresponding period of any 
year since 1934. The comparable figure for that 
year was 4,065, or about 56 per cent of the total 
for that year. 

The total of meningococcus meningitis cases 
reported in the country for the first thirty-three 
weeks of the year was 13,528 as compared with 
2,396 for the same period last year. 





HEALTH AND ACCIDENT 
INSURANCE POLICIES 


At a meeting of the Councilors of the *Minne- 
sota State Medical Association, held on October 
3, 1943, the Council was informed that represent- 
atives of the Mutual Benefit Health and Acci- 
dent Association of Omaha had approached mem- 
bers of our Association and stated that they had 
a letter signed by the Councilor of that district 
in which the Councilor had recommended their 
health and accident policy. If the physician had 
taken sufficient time to read the letter, he would 
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have observed that this was a misrepresentation, 
and that the letter was merely one of introduc- 
tion. It was decided by the Council to publish a 
notice explaining that the signature of the Coun- 
cilor on the letter presented by the insurance 
company was only a matter of introduction and 
in no way sponsored the Insurance Company or 
recommended its policy. E.M.H. 


MEDICAL AND SURGICAL RELIEF 
COMMITTEE OF AMERICA 


To help the Medical and Surgical Relief Committee 
continue its vital work of providing emergency medical 
kits to Coast Guard patrol boats, Navy sub-chasers, 
minesweepers and destroyer-escorts, Claude C. Ken- 
nedy, Minnesota, chairman of the Committee, has issued 
an urgent appeal to surgeons, physicians and medical 
supply houses for drugs and spare discarded instru- 
ments. 

Among the items needed to equip the emergency kits 
are artery clamps, splinter forceps, scalpels, probes, 
grooved directors, sulfadiazine tablets, sulfadiazine oint- 
ment 5 per cent, sulfathiazole tablets, and sterile shaken 
envelopes of crystalline sulfanilamide. Other medicines 
and surgical instruments are, of course, equally welcome. 

All salvaged instruments sent into Committee Head- 
quarters in New York are rigidly inspected, classified 
and reconditioned if necessary, before they are packed 
into the casualty units. No open boxes or botties of 
medicines are acceptable. 

The sub-chaser or patrol-boat kit, specially designed 
by Committee doctors for the small sub-hunting, doc- 
tor-less craft, is a compact case carrying essential medi- 
cations and an instrument roll. According to Dr. Ken- 
nedy it is prepared to give immediate treatment to cas- 
ualties until the ship reaches a base hospital. Dr. Ken- 
nedy pointed out that detailed instructions are included 
in each medical unit to insure effective use of its con- 
tents by non-medical officers. 

“Hundreds of appreciative letters in the Committee’s 
files testify to the pressing need for such medical kits,” 
declared Dr. Kennedy. “They emphasize the urgency 
of the job the Committee is tackling—a job dedicated 
to shortening Allied casualty lists. I hope every Minne- 
sota doctor will contribute a salvages instrument to the 
Medical and Surgical Relief Committee—the only war 
relief agency devoted solely to medical aid” 

The Committee celebrating its third birthday this 
month was organized and is conducted by physicians 
and surgeons, to send medical and surgical supplies to 
the armed and civilian forces of America and her Al- 
lies. To date over $562,000 of medicines, instruments, 
vitamins and other equipment have been donated by the 
Committee to military and maritime units of the United 
Nations, to needy hospitals, war-zone welfare agencies 
and civilian defense posts throughout the free world. 

Spare instruments and drugs should be sent to Dr. 
Claude C. Kennedy, 807 Physicians and Surgeons build- 
ing, Minneapolis, Minnesota. 
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RESPONSIBILITY IN TERMINAL ILLNESS OF 
RECIPIENTS OF OAA 

The difficulty in securing payment for medi- 
cal and hospital services to recipients of Old Age 
Assistance during terminal illness has caused 
much hardship and injustice for physicians and 
hospitals in Minnesota. 

The source of the difficulty lay in the fact that 
federal grants-in-aid are used to pay Old Age 
Assistance grants and the amount allowed to re- 
cipients, including allowances for medical and 
hospital care, was limited to a maximum of $30 
a month. While payment for treating other ail- 
ments might be made on an installment basis over 
a period of months or years, the monthly allow- 
ance did not and could not cover costs incident 
to terminal illness. For that reason, the physi- 
cian or the hospital or both have usually gone 
unpaid and the county welfare board, having no 
specific direction to the contrary, has usually ad- 
vanced the federal regulations as justification 
for refusing to pay the extra costs. 

It is therefore of great interest to physicians 
to know that relief legislation now on the statute 
books provides for the situation, in the opinion 
of the Attorney General, and that the local unit 
of government, county, city, village or township, 
as the case may be, under the state law, is re- 
sponsible for these costs. 

The Attorney General’s opinion on this impor- 
tant matter was given in response to*two inquiries 
made by State Senator Henry C. Stiening of 
Moorhead, chairman of the Senate Committee 
on Public Welfare. The complete correspond- 
ence between Senator Stiening and the Attorney 
General’s office is printed below for the informa- 
tion of all physicians serving recipients of Old 
Age Assistance in Minnesota. The medical pro- 
fession of Minnesota is greatly indebted to Sen- 
ator Stiening and Attorney General Burnquist 
for their aid in clearing up this matter. 


Octoser, 1943 


March 11, 1943 
Attorney General 
State Capitol 
St. Paul, Minnesota 


Dear Sir: 

Would you be good enough to advise me who or 
what political subdivision is legally liable for medical, 
surgical, or hospital care rendered during the last ill- 
ness of a recipient of old age assistance in a case such 
as the following: 

The recipient of old age assistance is receiving the 
maximum of $30 per month and must, of necessity be 
hospitalized and receive medical care for an ailment 
such as cancer or some disabling injury such as a 
fractured hip, and the recipient has no other resources 
except the $30 per month. This obviously would not 
pay for a month’s hospitalization nor medical care nor 
necessary medicines and drugs for that period of time. 
The illness or ailment results in the death of the re- 
cipient. 

I further submit the following question in reference 
to an old age recipient who receives $30 per month as 
a grant, $5 of which is allotted for medical care and 
hospital expenses. the old age recipient 
spends the money and fails to pay either the doctor 
or the hospital. In that case, can recovery be had by 
the doctor or hospital from the county or town poor 
fund ? 

Both of the above questions arise in Section 3199-15, 
Mason’s Minnesota Statutes. 


However, 


Yours very truly, 
Henry C. STIENING 
State Senator, Clay and Wilkin Counties. 


St. Paul, Minnesota 
March 17, 1943 
Hon. Henry C. Stiening 
Senator 
State Capitol 


Dear Sir: 

In your letter of March 11 to the Attorney General 
you inquire what particular subdivision is liable for 
medical, surgical, or hospital care rendered during the 
last illness of the recipient of old age assistance in the 
following cases: (a) When the recipient is receiving the 
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maximum assistance allowed and must be hospitalized, 
and (b) when the recipient is receiving the maximum 
grant of $5.00 and which is allotted for medical care 
and hospital expense but which he spends for other 
purposes. You further inquire in the last case whether 
the doctor who treats the patient is entitled to re- 
cover from the county or town. 

Laws of 1941, Chapter 466, Section 2, amending Ma- 
son’s supplement 1940, Section 3199-15 in subdivision 
c thereof it is provided: 

“While a recipient is receiving old age assistance, 
he shall not receive any other relief from the state 
or from any political subdivision thereof, except for 
medical, dental, surgical or hospital assistance, or 
nursing care.” 

It thus appears that the hospital assistance em- 
bodied in your first question may be paid in addition 
to the maximum allowance for old age assistance. 

The second question appears to be one of adminis- 
tration. If the recipient is not spending his money 
for the purpose for which it is allocated to him, the 
remedy lies with the welfare board. The welfare board 
need not go on paying him money for a_ specific 
purpose after it knows that he is not using the money 
for that purpose. 

The doctor would have no claim against the county 
or town because his services were not engaged by 
the county or the town. 

Yours very truly, 
J. A. A. Burnguist 
Attorney General 
(Signed) CuHartEs E. Houston 
Assistant Attorney General. 
CEH-lk 


March 26, 1943 
Attorney General 
State Capitol 
St. Paul, Minn. 
Attention : 
Dear Sir: 


Mr. Charles E. Houston. 

Supplementing my letter of March 11 to the Attorney 
(;eneral and replying to your letter of March 17, you 
do not make clear in your opinion “what particular sub- 
division is liable for medical, surgical or hospital care 
rendered to a recipient of old age assistance,” as speci- 
fied in my previous letter. 

It would seem that Section 3199-15, as amended by 
Laws of 1941, Chapter 466, makes it clear that a re- 
cipient of relief may under certain circumstances be 
entitled to medical, dental, surgical or hospital assist- 
ance, including nursing care, over and above the old 
age grant. The point that I am particularly interested 
in is what agency of the government or what political 
subdivision is liable therefor. 

I would greatly appreciate hearing from you at your 
very earliest convenience. 

Yours truly, 


Henry C. STIENING 
State Senator Clay and Wilkin Counties. 
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St. Paul, Minnesota 
March 29, 1943 


Honorable Henry C. Stiening 
Senate Chamber 

State Capitol 

Dear Sir: 

On March 17 you were given an opinion in response 
to your inquiry of March 11. On March 26 you 
inquired what particular subdivision is liable for med- 
ical surgical or hospital care rendered to a recipient 
of old age assistance mentioned in the former corre- 
spondence. 

This question should be answered that the munici- 
pality of the recipient’s settlement is the public body 
liable for such assistance. I cannot make the answer 
more definite because in some areas the county is the 
municipality charged with the support of the poor 
whereas in other areas the city, village or town is 
responsible for such assistance. 

To illustrate: In Hennepin County they have the 
so-called town system of relief whereby the city or town 
in which the poor person lives is charged with the re- 
lief granted. In other counties where the county sys- 
tem prevails all assistance is paid by the county as dis- 
tinguished from the town, city or village. 

When we know the system that prevails in the par- 
ticular county, then we can specifically answer your 
question. For example, if the county system prevails 
the county would be responsible, whereas where the 
town system prevails the city, town or village would 
be responsible. 

Yours very truly, 
J. A. A. Burnguist 
Attorney General 
(Signed) CHARLES E. Houston 
CEH-lk Assistant Attorney General. 


CORPORATION PRACTICE ILLEGAL IN 
MINNESOTA 


Arrangements for medical service to migra- 
tory workers who were imported from Jamaica, 
in accordance with agreements with the Depart- 
ment of Agriculture, have run into difficulties 
in Minnesota. 

Initial medical examinations for these workers 
were financed through transportation funds sup- 
plied by the Farm Security Administration. But 
when the workers were established and employed 
the responsibility of the Farm Security Adminis- 
tration came to an end and its duties were as- 
sumed by the War Food Administration of the 
Office of Labor. 

Plans were immediately set in motion to pro- 
vide medical service to the workers by local phy- 
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MEDICAL 


sicians on a fee basis. But the problem of adopt- 
ing a fee schedule and paying the fees, under the 
circumstances, offered difficulties. 


Association Formed 


The solution arrived at by the various author- 
ities involved took the form of an association 
called the Midwestern Agricultural Workers’ 
Health Association with headquarters and incor- 
poration in the State of Indiana. This associa- 
tion was to serve as the means of providing health 
services to migratory agricultural workers who 
could not obtain the specified services from other 
sources. The association was to serve all of 
the workers in Ohio, Indiana, Iowa, Illinois, Mis- 
souri, Wisconsin, Michigan, and Minnesota, the 
states in which these laborers were employed. 
Dr. Franklin Crockett of Lafayette, Indiana, was 
elected president of a board of seven directors, 
of whom three were to be physicians in good 
standing in their state medical societies. 

In due course, the new association petitioned 
the Secretary of State of Minnesota for permis- 
sion to operate here and, as a result, a new aspect 
of the situation which apparently failed to occur 
to the incorporators has now developed. 

That aspect is this: the Midwestern Agricul- 
tural Workers Health Association is a corpora- 
tion and, as such, it cannot practice medicine or 
dentistry in Minnesota. 

To permit it to do so, even in the name of the 
war emergency to handle a temporary situation, 
would not only be illegal but would open the way 
to the corporate practice of medicine by any or- 
ganization from Indiana or any other state which 
wished to set up a subsidiary in Minnesota. 


Season Nearing End 

The matter is still pending in the office of the 
Secretary of State, awaiting further information 
and explanation from the directors of, the corpo- 
ration in Indiana. 

It is quite certain, in any event, that no such 
plan as contemplated in the original petition will 
be countenanced. Some other method will prob- 
ably have to be developed for medical care of 
Jamaican workers in Minnesota. 


The fact that the season for employing these 
workers is nearly over makes the emergency less 
acute and may persuade the backers to drop fur- 
ther negotiation on the matter. 


OcroBer, 1943 
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MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


Julian F. Du Bois, M.D., Secretary 


Minneapolis Pharmacist Pays $500.00 Fine for 
Furnishing Abortion Instruments 


RKe:State of Minnesota vs. Harold V. Smetana. 


On September 18, 1943, Harold W. Smetana, 43 years 
of age, a registered pharmacist operating a drug store 
at 14 27th Ave. S. E., Minneapolis, paid a fine of 
$500.00 in the District Court of Hennepin County, fol- 
lowing his plea of guilty to an information charging him 
with the crime of practicing healing without a_ basic 
science certificate. 

Smetana was arrested April 19, 1943, following the 
fling of a complaint against him by the husband of a 
twenty-one-year old Minneapolis woman, who was found 
dead after she had obtained certain instruments from 
the defendant Smetana for the purpose of attempting 
an abortion. The cause of death was given as an air 
embolism. Smetana denied that he sold the instru- 
ments, but admitted that he had loaned them to the 
deceased. The defendant entered a plea of guilty on 
May 19, 1943, before the Hon. W. W. Bardwell, Judge 
of the District Court. Sentence was deferred until 
July 14, 1943. In view of the fact that this was the 
second time that the defendant has been in difficulty 
with the legal authorities, the Minnesota State Board 
of Medical Examiners suggested to the Court that the 
defendant ought to dispose of his drug store and find 
some other suitable work. Judge Bardwell approved 
of the recommendation and gave the defendant a reason- 
able length of time in which to dispose of his drug 
store. On September 18, the defendant presented to the 
Court a bill of sale of the drug store and the Court 
modified the sentence by imposing a $500.00 fine in 
place of a one-year workhouse sentence imposed July 


14. 


MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 
Physicians Licensed April 16, 1943 
March Examination 


ANDERSON, DAvip MAHLOoN, U. of Minn., A.B., 1943, 
San Francisco City & Co. Hospital, San Francisco, 
Cal. 

ANDERSON, HaArotp Ciirrorp, U. of Minn., M.B., 1943, 
New Haven Hospital, New Haven, Conn. 

ANDERSON, Horace AtFrep, U. of Kansas, M.D., 1941, 
Mayo Clinic, Rochester, Minn. 

ANDERSON, RICHARD WILLIAM, U. of Minn., M.B., 1943, 
U. S. Marine Hospital, Seattle, Wash. 

ANDERSON, WARREN Rovuver, U. of Minn., M.B., 1942, 
Cambridge, Minn. 

ANDERSON, WILLIAM THEODORE, U. of Minn., M.B., 1943, 
St. Luke’s Hospital, Duluth, Minn. 

Batporr, B. Nites, U. of Minn., M.B., 1942, Mpls. 
General Hospital, Minneapolis, Minn. 

3ENNETT, JAMES GorDON, Harvard U., M.D., 1939, 
Mayo Clinic, Rochester, Minn. 

BLAKE, PAuL Swenson, U. of Minn., M.B., 1943, Uni- 
versity Hospital, Minneapolis, Minn. 

CARLISLE, JosepH Dyer, U. of Minn., M.B., 1942, 32 
Queen Ave. S., Minneapolis, Minn. 


CARLSON, CATHERINE DorotHy, U. of Minn., M.B., 1943, 
N. Y. Infirmary for Women & Children, New York, 
N. Y 
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CHADBOURN, WAYNE A LFreD, U. of Minn., M.B., 1943, 
U. S. Navy Hospital, Seattle, Wash. 

CHRISTENSEN, LLEWELLYN EckuorrF, U. of Minn., M.B., 
1943, Detroit Receiving Hosp., Detroit, Mich. 

CoHEN, Ettis NAuuM, U. of Minn., M.B., 1943, Detroit 
Receiving Hosp., Detroit, Mich. 

Cooper, JoHN P., U. of Minn., M.B., 1943, Good Samari- 
tan Hospital, Los Angeles, Cal. 

CorMAN, Morris D., U. of Minn., M.B., 1941, M.D., 
1942, 317 14th Ave. S. E., Minneapolis, Minn. 

Davis, GEorRGE RicHArD, U. of Minn., M.B., 1943, Ancker 
Hospital, St. Paul, Minn. 

DeLMorE, Rospert JosepH, U. of Minn., M.B., 1943, St. 
Francis Hospital, Pittsburgh, Pa. 

Devney, JAMES WILLIAM, U. of Minn., M.B., 1943, Cin- 
cinnati Gen. Hospital, Cincinnati, Ohio. 

Dixon, FRANK JAMeEs, Jr., U. of Minn., M.B., 1943, 
U. S. Navy Hospital, Great Lakes, III. 

Epwarps, Lioyp Gipeon, U. of Minn, M.B., 1943, St. 
Joseph’s Hospital, St. Paul, Minn. 

E1rcert, Mary Louise, U. of Minn., M.B., 1943, U. of 
Chicago Clinics, Chicago, II. 

ENGLUND, Etvin FrepertckK, U. of Minn., M.B., 1942, 
Mpls. Gen. Hospital, Minneapolis, Minn. 

FELION, ARTHUR JosEPH, JR., U. of Minn., M.B., 1943, 
Wm. J. Seymour Hospital, Eloise, Mich. 

FerGuson, WILSON JosEPH, Washington U., M.D., 1941, 
Mayo Clinic, Rochester, Minn. 

Frey, WiLt1AM Burton, U. of Minn., M.B., 1943, Mil- 
waukee Hospital, Milwaukee, Wis. 

FRYKMAN, HowaArp Martin, U. of Minn., M.B., 1943, 
St. Mary’s Hospital, Duluth, Minn. 

Gitinsky, Irvin Lioyp, U. of Minn, M.B., 1943, 
San Diego Co. Hospital, San Diego, Cal. 

GopwIn, BERNARD EuGENE, U. of Minn., M.B., 1943, 
St. Elizabeth’s Hospital, Wash., D. C. 

Grip_ey, JoHN Wits, U. of Minn., M.B., 1943, Miller 
Hospital, St. Paul, Minn. 

GrocaAN, JoHN Mexsy, U. of Minn., M.B., 1943, Kansas 
City, Gen. Hospital, Kansas City, Mo. 

HEsTENES, Ertinc GerHarp, U. of Minn., M.B., 1943, 
Ancker Hospital, St. Paul, Minn. 

Jounson, Georcta L., U. of Minn., M.B., 1943, Mil- 
waukee Co. Hospital, Wauwatosa, Wis. 

Jorcens, JosepH, U. of Minn., M.B., 1943, Mpls. Gen- 
eral Hospital, Minneapolis, Minn. 

KastTer, JoHN Davin, U. of Minn., M.B., 1943, Mil- 
waukee Co. Hospital, Wauwatosa, Wis. 

KNUTSON, JULIAN RoLtanp Borck, U. of Minn., M.B., 
1943, University Hospital, Minneapolis, Minn. 

Larson, KENNETH R., U. of Minn., M.B., 1943, St. 
Joseph’s Hospital, St. Paul, Minn. 

LyTLe, Francis TuHeopore, U. of Minn., M.B., 1943, 
Presbyterian Hospital, Chicago, III. 

McGaAuvran, THEODORE Epcar, U. of Manitoba, M.D., 
1925, Marshall, Minn. 

Macraw, RiIcHARD MUELLER, U. of Minn., M.B., 1943, 
Ancker Hospital, St. Paul, Minn. 

Mor, ALLAN EuceEng, U. of Minn., M.B., 1943, Univer- 
sity Hospital, Minneapolis, Minn. 

MorcAn, Loran Brown, U. of Minn., M.B., 1943, St. 
Luke’s Hospital, Denver, Colo. 

Moyer, JoHN Burroucus, U. of Minn. M.B., 1943, 
Wm. J. Seymour Hospital, Eloise, Mich. 

NACHTIGAL, BEATRICE KELBER, U. of Minn., M.B., 1942, 
63-50 Wetherole St., Rego Park, Queens, N. Y. City. 

NaAvraTIL, DoNALD RayMmonp, U. of Minn., M.B., 1942, 
520 Wash. Ave. S. E., Minneapolis, Minn. 

NELSON, BERNETTE GENEVIEVE, U. of Minn., M.B., 1943, 
Mpls. Gen. Hospital, Minneapolis, Minn. 

NeELson, BERNICE ANTOINETTE, U. of Minn., M.B., 1943, 
Mpls. Gen. Hospital, Minneapolis, Minn. 

Netson, Cart Giipert, U. of Minn., M.B., 1942, Mpls. 
Gen. Hospital, Minneapolis, Minn. 
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NEUENSCHWANDER, Haro_p LAwreNce, U. of Minn, 
M.B., 1943, Wm. J. Seymour Hospital, Eloise, Mich. 

Notte, Mark Epwarp, U. of Minn., M.B., 1943, U. S. 
Navy Hospital, Seattle, Wash. 

O’MALLey, VALENTINE, U. of Minn., M.B., 1943, Mil- 
waukee Co. Hospital, Wauwatosa, Wis. 

Orson, ALBert JArL, U. of Minn., M.B., 1943, San 
Francisco Co. Hosp., San Francisco, Cal. 

Orson, CARLTON KENT, U. of Minn., M.B., 1943, Mpls. 
Gen. Hospital, Minneapolis, Minn. 

PENNINGTON, MAry He en, U. of Minn., M.B., 1943, 
Detroit Receiving Hosp., Detroit, Mich. 

Pererson, Etroy Russet, U. of Minn., M.B., 1943, 
New Haven Hospital, New Haven, Conn. 

PuLrorp, JAMES HARTMAN, U. of “Minn., M.B., 1943, 
Detroit Receiving Hosp., Detroit, Mich. 

Quist, HeENry WILLIAM, Jr., U. of Minn., M.B., 1943, 
Mpls. Gen. Hospital, Minneapolis, Minn. 

RatuHs, Otto Nicnoras, Jr., St. Louis U., M.D., 1942, 
1171 Summit Ave., St. Paul, Minn. 

Rew, JAMEs Witson, U. of Minn., M.B., 1943, Miller 
Hospital, St. Paul, Minn. 

Rice, RoBertA GERALDINE, U. of Minn., M.B., 1943, U. 
of Ill. Research & Educational Hospital, Chicago, III. 

RrEGEL, GorDON STANNARD, U. of Minn., M.B., 1943, 
Rochester Gen. Hospital, Rochester, New York. 

SCHOENBERGER, PAUL BERNARD, U. of Minn., M.B., 1943, 
Wm. J. Seymour Hospital, Eloise, Mich. 

SKINNER, Appott, Harvard U., M.D., 1942, 1501 Sum- 
mit Ave., St. Paul, Minn. 

Skusi, KAzimer B., Rush Med. Col., M.D., 1940, Uni- 
versity Hospital, Minneapolis, Minn. 

SmitH, Paut McLay, U. of Minn., M.B., 1943, Wilkes- 
Barre Gen. Hosp., Wilkes-Barre, Pa. 

STERNER, DonALp Cart, U. of Minn., M.B., 1943, Be- 
thesda Hospital, St. Paul, Minn. 

ULvestap, HaArotp Sicurp, U. of Minn., M.B., 1943, 
Ancker Hospital, St. Paul, Minn. 


By Reciprocity 


DONOGHUE, FRANCIS EpMuUNpD, Columbia U., M.D., 1940, 
Mayo Clinic, Rochester, Minn. 

GARNER, FAy Lorenzo, U. of Neb., M.D., 1942, Miller 
Hospital, St. Paul, Minn. 


National Board of Medical Examiners 


DumaAts, ALcIDE FERNAND, Boston U., M.D., 1940, Mayo 
Clinic, Rochester, Minn. 

Hur.ey, JosepH Patrick, Tufts Col., M.D., 1940, Mayo 
Clinic, Rochester, Minn. 


Physicians Licensed May 7, 1943 
April Examination 


ANDERSON, FRANKLIN Cart, U. of Minn., M.B., 1942, 
115 Third St., Cloquet, Minn. 

Bianco, JoHN JAMES, Temple U., M.D., 1941, Mayo 
Clinic, Rochester, Minn. 

CHRISTENSEN, NORMAN ANTON, Rush Med. Col., M.D., 
1941, Mayo Clinic, Rochester, Minn. 

CLuxton, HaArtey Ernest, Jr., Johns Hopkins, M.D., 
1941, Mayo Clinic, Rochester, Minn. 

ELtison, ADAM Brown Curry, Rush Med. Col., M.D., 
1941, Mayo Clinic, Rochester, Minn. 

FortNer, Lucitte Lanter, U. of Ore., M.D., 1940, Mayo 
Clinic, Rochester, Minn. 

GreBINK, Rospert Ropcer, U. of Minn., M.B., 1942, 4404 
Harriet Ave., Minneapolis, Minn. 

HAMM, Ropert Snyper, Ohio State U., M.D., 1940 
Mayo Clinic, Rochester, Minn. 

HAuGsETH, ELLSwortTH KENNETH, U. of Minn., M.B., 
1943, Twin Valley, Minn. 
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HoHM, THEODORE ArtTHUR, U. of Chicago, M.D., 1941, 
Huron, S. Dak. 

JoHNSON, FRANK Waters, Rush Med. Col., M.D., 1942, 

~ 5610 Dorchester Ave., Chicago, III. 

KeMPER, CLARENCE McDAnieL, U. of Colo., M.D., 1941, 
Mayo Clinic, Rochester, Minn. 

Larson, KeitH Detmar, Northwestern, M.B., 1940, 
M.D., 1941, Mayo Clinic, Rochester, Minn. 

Lopitz, WALTER CHARLES, Jr., U. of Cincinnati, M.B., 
1940, M.D., 1941, Mayo Clinic, Rochester, Minn. 

Mason, Eucene Epcar, Baylor U., M.D., 1940, Mayo 
Clinic, Rochester, Minn. 

MutTHAUF, CyriL JosepH, Marquette U., M.D., 1941, 
Mayo Clinic, Rochester, Minn. 

Murpuy, Jack Turtus, Northwestern, M.D., 1942, 
Mayo Clinic, Rochester, Minn. 

Notier, Victor ANTHONY, Rush Med. Col., M.D., 1941, 
Mayo Clinic, Rochester, Minn. 

QUATTLEBAUM, FRANK WALTER, U. of Georgia, M.D., 
1939, Mayo Clinic, Rochester, Minn. 

Rocers, JAMES Der, Northwestern, M.B., 1941, M.D., 
1942, Mayo Clinic, Rochester, Minn. 

RosENBLATT, HENryY Dennis, U. of Minn., M.B., 1942, 
809 Portland Ave., St. Paul, Minn. 

Sniper, GorpoN GAskILL, U. of Ill, M.D., 1941, Mayo 
Clinic, Rochester, Minn. 

StrRATTE, JOHN JosEPH, Rush Med. Col., M.D., 1942, 
Warren, Minn. 

Taytor, Doucras Hamitton, U. of Ore., M.D., 1942, 
Mpls. Gen. Hospital, Minneapolis, Minn. 

THoMEs, ARTHUR Boyp, U. of Minn., M.B., 1942, Uni- 
versity Hospital, Minneapolis, Minn. 

TINKHAM, Ropert Grey, U. of Minn., M.B., 1942, 25 
Seymour Ave. S. E., Minneapolis, Minn. 

TonGcen, Lyte AAron, Washington U., Mo., M.D., 1942, 
Walhalla, N. D. 

Watson, TuHeEoporeE, U. of Minn., M.B., 1943, Miller 
Hospital, St. Paul, Minn. 


By Reciprocity 


CALMENSON, Marvin, Rush Med. Col., M.D., 1938, 
Mayo Clinic, Rochester, Minn. 

JoHNson, ALpripGE Francis, U. of Ark., M.D., 1942, 
Greenwood, Ark. 

Levin, JuLes DaArreti, U. of Wis., M.D., 1938, Univer- 
sity Hospital, Minneapolis, Minn. 

MurpocH, JAMEs WILi1AM, Jr., U. of Neb., M.D., 1942, 
826 S. 36th, Lincoln, Neb. 


National Board of Medical Examiners 


Tice, ArRNoLp, U. of Iowa, M.D., 1941, Mayo Clinic, 
Rochester, Minn. 


Physicians Licensed July 17, 1943 
June Examination 

BooREN, JACK CARLETON, U. of Minn., M.B., 1943, St. 
Mary’s Hospital, Duluth, Minn. 

BURKLUND, Epwin Cart, Northwestern, M.B., 1942, 
M.D., 1943, 1000 University Ave. S. E., Minneapolis, 
Minn. 

Cocperc, ArtTHUR J., U. of Minn, M.B.,_ 1922, 
M.D., 1923, 2343 Carter Ave., St. Paul, Minn. 

ConLEY, Ropert HANTEN, U. of Minn., M.B., 1942, 
M.D., 1943, Watertown, S. Dakota. 

Coutter, Harotp Eucene, U. of Minn, M.B., 1942, 
M.D., 1943, Lamberton, Minn. 

FLYNN, BERNARD FRANCIS, Loyola U., M.D., 1943, 2117 
6th Ave. E., Hibbing, Minn. 
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GAARDE, FREDERIC WILLIAM, Jr., U. of Minn., M.B., 1942, 
M.D., 1943, 718 5th St. S. W., Rochester, Minn. 

GALLIGAN, MARGARET MAry DurkIN, U. of Minn., M.B., 
1942, M.D., 1943, 1910 Franklin Ave. S.E., Minne- 
apolis, Minn. 

Geurs, BENJAMIN R., U. of Minn., M.B., 1942, M.D., 
1943, Hamel, Minn. 

Horns, RicHarp Copurn, U. of Minn., M.B., 1942, 
University Hospital, Minneapolis, Minn. 

Ine, ARTHUR WHEATON, Jr., U. of Mich. M.D., 1943, 
Ancker Hospital, St. Paul, Minn. 

KAPLAN, Harotp ArtHur, U. of Minn., M.B., 1943, 
Ancker Hospital, St. Paul, Minn. 

KERN, Carrot. E., Indiana U., M.D., 1940, Mayo Clinic, 
Rochester, Minn. 

KIRKLIN, JOHN Wesster, Harvard U., M.D., 1942, 1104 
7th St. S. W., Rochester, Minn. 

Lick, WILLIAM JosEPH, Jr., U. of Minn., M.B., 1942, 
587 Dayton Ave., St. Paul, Minn. 

LorGREN, Kart ApotpH, Harvard U., M.D., 1941, Mayo 
Clinic, Rochester, Minn. 

LUCKEMEYER, CARL JOSEPH, Marquette U., M.D., 1943, 
St. Mary’s Hospital, Duluth, Minn. 

Lunp, Curtis JosepH, U. of Wis., M.D., 1935, Univer- 
sity Hospital, Minneapolis, Minn. 

McCartuy, Austin MICHAEL, U. of Minn., M.B., 1942, 
Mpls. Gen. Hospital, Minneapolis, Minn. 

MIcHELs, Rocer P., U. of Minn., M.B., 1942, M.D., 1943, 
801 Becker Ave. W., Willmar, Minn. 

MILNAR, FRANK JosEPH, Marquette U., M.D., 1942, 412 
Otis Ave., St. Paul, Minn. 

NEANDER, JOHN FrepeRICcK, U. of Minn., M.B., 1943, 
1242 Earl St., St. Paul, Minn. 

Papcett, Harotp Owen, Baylor U., M.D., 1939, Mayo 
Clinic, Rochester, Minn. 

PooreE, THoMAs NELson, U. of Minn., M.B., 1943, St. 
Mary’s Hospital, Duluth, Minn. 

RINEHART, Ropert EArt, U. of Oregon, M.D., 1942, 
Mayo Clinic, Rochester, Minn. 

Rives, HuGH Farrar, U. of Arkansas, M.D., 1938, Mayo 
Clinic, Rochester, Minn. 

RotH, Ropert Russet, VU. of Illinois, M.D., 1941, Mayo 
Clinic, Rochester, Minn. 

ScHuLzeE, JoHN WitiiAM, U. of Minn., M.B., 1942, M. 
D., 1943, Hutchinson, Minn. 

SHonyo, Etwyn S., Rush Med. Col., M.D., 1937, Mayo 
Clinic, Rochester, Minn. 

TroxiL, EvizAnetH B., U. of Minn., M.B., 1943, Mpls. 
Gen. Hospital, Minneapolis, Minn. 

VIGELAND, GrorGE NorMAN, Northwestern U., M.B., 
1941, M.D., 1942, 628 Grand Ave., St. Paul, Minn. 
WHELAN, JoserpH L., U. of Minn., M.B., 1942, M.D., 

1943, 20 First St. S. W., Chisholm, Minn. 
Wuittock, GERALD FrepertcK, Washington U., Mo., 
M.1)., 1941, Mayo Clinic, Rochester, Minn. 


By Reciprocity 


Bairp, Joe WiLtiaAM, U. of Neb., M.D., 1930, Mayo 
Clinic, Rochester, Minn. 

WesTPHAL, KEAN F., Northwestern U., M.B., 1937, 
M.D., 1938, 1947 Grand Ave., St. Paul, Minn. 


National Board of Medical Examiners 


3AKER, MiLton Ernest, Northwestern U., M.B., 1942, 
M.D., 1943, 2284 W. Lake of Isles Blvd., Minneapolis, 
Minn. 


CHRISTOPHERSON, JosEPH ELMER, U. of Minn., M.B., 


1942, M.D., 1943, 812 5th Ave S., Virginia, Minn. 
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Ninetieth Annual Session 
May 16, 17, 18, 19, 1943 
Hotel Radisson 


Minneapolis, Minnesota 


(Continued from September issue.) 


The Speaker then called for the report of the Ref- 
erence Committee on Medical Economic Reports, Dr. R. 
W. Morse, Chairman. The following reports were con- 
sidered : 


EDITING AND PUBLISHING COMMITTEE 


Herewith is a copy of the financial status of MiINNEsoTA Mep- 
IcINneE from January 1 through December 31, 1942. The State 
Medical Association will be interested to know that the amount 
of cash income from MINNESOTA MEDICINE during the past year 
has been the largest during the twenty-five years of its publi- 
cation. Just what the profits for the coming year will be is un- 
certain because of the increased cost of publication, wage in- 
creases, et cetera. 

Furthermore, through the efforts of our Editor, Dr. Carl B. 
Drake, and Mr. J. R. Bruce, the Silver Anniversary Journal 
published in January was an outstanding publication and very 
pleasing reports have been received from many sources regarding 
it. One very interesting letter came from Dr. William C. Gibson 
of the R.C.A.F., Regina, Sask., in which he states: 

“Enclosed is a money order for $1.20 (U. S. funds) for 
which please send me three (3) copies of your 25th Anni- 
versary Issue, January, 1943. This is one of the finest 
anniversary numbers of any journal which I have seen.” 

E. M. Hammes, M.D., Chairman 


MINNESOTA MEDICINE 
CASH RECEIPTS AND DISBURSEMENTS 
January 1, 1942, through December 31, 1942 
Source or Casu ReEceIpts: 
Display Advertising ........ 


$10,570.63 
Member Subscriptions ..... 


5,065.36 


Non-member Subscriptions 489.09 
PD cccvaaestens coe 18.96 
Miscellaneous Income ...... 10.57 
Reprint Income ........... 115.95 
Bad Accounts Recovered ... 2.70 


Gross Cash Receipts ........ $16,273.26 


Less: 
Discounts and Commissions 
NE ran waa te ae $ 1,513.13 
Subscriptions ....ccces- 16.20 
1,529.33 
Net Cash Receipts ......... $14,743.93 
Casu DIspURSEMENTS 
JOMPREL ERBONGE ccccccccess $12,826.57 
Cash Surplus for Period.... $ 1,917.36 
Accounts Receivable jonuaey i ad tals wri Wala $ 909.03 
Accounts Receivable December 31, 1942.............. $ 846.38 


MINNESOTA MEDICINE 
STATEMENT OF INCOME AND EXPENSE AND PROFIT 
AND LOSS 


For the Period 
January 1, 1942, through December 31, 1942 
AccruaL Basis 


Income ° 
: PE. ncerceeraesenene $10,520.89 
Member Subscriptions ..............++6. 5,065.36 
Non-member Subscriptions ...... re 489.09 
PE anna ao bewnseamedganed dee 18.96 
Miscellaneous Income .............+++:. 10.57 
i CT coves cireseccoseeceaee 103.04 
Bad Accounts Recovered .............. 2.70 
$16,210.61 
Expense 
oe occ ccnwnesevéodioeeed $ 12,826.57 
(See Schedule A) 
Discounts and Commissions: 
DD. éendbneeeed sed casendvane 1,513.13 
DERN ccccccceseveccosnecece 16.20 
$14,355.90 
rr ee Se ND oc ccneneduwheueses $ 1,854.71 
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$12,826.57 
COMMITTEE ON CONTRACT PRACTICE 


The Committee has had no meetings during the year. 

There has been no business referred to the Committee during 
the year. 

At the present time your committee does not know of any 
instances of infractions apt to be referred to it for consideration 
in the near future. ° 

F. A. Orson, M.D., Chairman 


MEDICAL ADVISORY COMMITTEE 


Again, during this past year it has not been necessary to call 
a meeting of the entire Committee. Numerous reports of mal- 
practice suits threatened or started have been received by the 
Chairman and these reports have been studied and in cases where 
it was advisable, contact has been made with the Insurer and 
advice given in individual cases. Also, other material pertinent 
to malpractice cases pending has been reviewed from time to 
time by the Chairman at the request of the Insurer and an 
opinion rendered as to the best method of handling the case. 

It is a pleasure to state that the number of threatened mal- 
practice suits, as well as those instituted, has been definitely less 
during the past year. There may have been cases not called to 
our attention, but the number of those that have been called to 
our attention is less than at any time since I have been Chairman 
of this Committee. 

W. H. Henestier, M.D., Chairman 


COMMITTEE ON MEDICAL ECONOMICS 


The high wages of wartime have made the purely economic 
phase of medical practice somewhat simpler than in former years. 

For that reason, the immediate problem of medicine lies in the 
sphere of providing adequate services rather than in the sphere 
of paying for them. 

It is gravely concerned, also, with the serious threat of hasty 
and unwise emergency legislation and federal directives designed 
to meet the “doctor shortage.” 

It will be easy, in the face of wartime pressures, to sacrifice 
such fundamentals as free choice of physician and high standards 
of medical licensure to temporary demands. It will be difficult, 
if not impossible, to undo such capitulations to pressure after 
the war is over. 

The problem of organized medicine in America is therefore to 
see that everybody everywhere is supplied with the essentials of 
medical service. Only thus will the independence of medicine and 
its high standards of education and practice emerge from the 
conflict. Largely, of course, that is a national even more than it 
iS a State problem. 

ere is every indication that organized medicine in Minne- 
sota is duing its job well in spite of the fact that no county or 
state organization here has undertaken as yet any experimental! 
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plans of prepayment for medical services, except for a Farm 
Security Medical plan in one small area. 

Experience of other states, as noted in the report of our ac- 
tive and alert Committee on Sickness Insurance, has not been 
altogether happy. If insurance medicine is really to be the pat- 
tern of the future, as many profess to believe, the exact formula 
has certainly not been evolved as yet. 

That Minnesota has not embarked upon medically sponsored 
insurance ventures does not mean, of course, that we are not 
well in advance in this state in our smoothly functioning and 
well-conceived plan for provision of medical care to recipients 
of relief and Social Security aids. Here, indeed, we have de- 
veloped patterns which are envied and copied elsewhere. Many 
problems still remain to be solved in this phase of our service, to 
be sure; but the ground work is laid that will meet not merely 
immediate needs but the probable burdens of the future when 
war wages are a thing of the past and relief rolls again become 
grevious and overwhelming. 

In our expansion of hospital insurance, too, Minnesota is in 
the vanguard among the majority of states. Hospital insurance 
has oravitiod a practical and effective answer to the most bur- 
densome costs of illness and, in this state, is becoming avail- 
able to larger and larger numbers of people in the rural districts 
as well as in the cities. 

The actual work of the Economics Committee is carried for- 
ward by its subcommittees to which the various phases of 
economic and social relationships of the profession in Minnesota 
are assigned. The excellent work of these committees during the 
past year will be discovered in the reports of the various chair- 
men. 

The editorial phase of the work has continued as usual in the 
Medical Economics section of Minnesota Mepictne. The ob- 
ject of the Editorial Subcommittee in charge of this section has 
been to keep the membership informed, not only of what is 
going on in Minnesota, but of significant events and expe- 
riences in other states. Its success may be measured by its read- 
er-interest which appears to be considerable, not only here but 
elsewhere. This section could well become a forum of opinion 
for all physicians in the state. 

Scientific medicine has been and always will be the primary 
study and purpose of organized medicine. However in these 
modern, complex times, it is recognized that all phases of our 
social economy—industrial, political, insurance—will increasingly 
affect it. Certainly, the future welfare of scientific medicine 
will be dependent upon the wise handling by the government, the 
public and the doctor of the economic phases involved. 

In the year ahead and in the difficulties which await us all 
when the war is over, a strong central medical organization is 
obviously our mainstay. It must be supported, if we are to 
continue in our role of enlightened coéperation with state agen- 
cies and allied professions, for maintenance of good medical serv- 
ice to our people and high standards in our profession. 


Georct Earr, M.D., Chairman 


COMMITTEE ON LOW INCOME AND INDIGENT 
PROBLEMS 


Medical services to relief clients and recipients of Social Se- 
curity Aids are now on a sound basis in Minnesota. They are 
administered, for the most part, without friction or unfairness. 

fhe State Medical Advisory Committee continues to meet 
regularly with the Division of Social Welfare and all regulations 
involving medical service are approved by that Committee before 
they are released to the County Welfare Boards. Mr. Bernard 
LeVander, new Director of the Division, has given assurance that 
the policies and procedures established under the direction of his 
predecessor, Mr. Walter Finke, will be continued. 

One source of long-standing difficulty should be eliminated 
soon as a result of a recent ruling by the Attorney General. 
At the request of Senator Stiening of Moorhead, the Attorney 
General gave it as his opinion that the local political subdivi- 
sion, whether it is the county, township. village or city, is liable 
for medical care, including hospitalization, to recipients of re- 
lief or Social Security Aids whenever the recipient is unable to 
pay for it out of his Old Age Assistance grant. The complete 
correspondence between Senator Stiening and the Attorney Gen- 
eral on this important matter will be published soon in Mun- 
NESOTA MEDICINE. 

Two experiments with prepayment plans for clients of the 
Farm Security Administration are now in their second year in 
Minnesota. Ottertail and Morrison counties were selected for 
these experiments with the approval of the physicians of the 
two counties as well as this Committee and the Council. Both 
plans have now been in existence a long enough time for re- 
ports of their experience to be significant. They are summar- 
ized briefly below. 

In Ottertail County: According to Dr. W. O. B. Nelson, Sec- 
retary of the Park Region District and County Medical Society, 
the annual premium paid by each family is not sufficient to sup- 
ply adequate medical service. It should be raised from the pres- 
ent rate of $23.00 to $30.00 or more a year. 

Because funds are lacking physicians’ fees under the plan in 
Ottertail County are frequently reduced to about sixty per cent 
of the regular relief fee schedule which is, in itself, about one- 
third lower than the normal fee. 

Most participating physicians feel that they are better off even 
vith this reduction, Dr. Nelson reports, however, than they were 
formerly. The reason is that many of the Ottertail families 
receiving Fs aid are and have been for some time almost 
destitute. Without this aid they would be unable to pay any 
medical fees at all. A physicians’ committee audits all bills un- 
der the plan, Dr. Nelson reports. Participating families are not, 
-o far, abusing the plan. 
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In Morrison County: Less than fifty per cent of the families 
who participated during the first year in the Morrison County 
plan entered it for the second year, Dr. E. J. Simons of Swan- 
ville reported. Change in FSA personnel » was given as the rea- 
son for this significant dwindling of subscribers; but the Mor- 
rison County Medical Club went on record to the effect that two- 
thirds of all eligible families in any group would have to sub- 
scribe to assure success for the plan. Also that, unless there 

was a minimum of at least 100 families, the plan would be 
headed for failure. 

“At the end of the first year of operation in Morrison County, 
65.8 per cent of the current medical fees had been paid for care 
of subscriber-families,”’ Dr. Simons said, “tin contrast to 66% per 
cent which is paid for care of actual indiquats by the County 
Welfare Board. Out of the total 450 FSA families, 219 sub- 
scribed the first year. For the remaining 231 families, however, 
$400.00 worth of care was given for which only 50 per cent 
was paid to the physicians who gave the care. 

nus Morrison County physicians, as a whole, expressed satis- 
faction with the plan during the first year but have been less 
satisfied during the first seven months of the current year. A 
smaller percentage of fees has been paid and the plan has not 
operated as smoothly as previously. 

It is quite probable, with increased demand and higher pay 
for farm workers, not to speak of the possibility that all Farm 
Security Administration funds may be withdrawn, that the med- 
ical program of FSA may soon lapse entirely. In any case, 
the fact that the plan lost instead of gained subscribers in Mor- 
rison County is significant. 

No other proposals for easing medical costs for low income 
groups have been presented this year and the probability is, what 
with wartime work and wages, that few such proposals will gain 
any popular support for the duration. 


W. A. Coventry, M.D., Chairman 
COMMITTEE ON MEDICAL ETHICS 


One instance of unethical advertising was brought to the at- 
tention of the Committee on Medical Ethics in August, 1942. 
The action of the Committee was that the practices in this in- 
stance were unethical and appropriate action by the State Asso- 
ciation was recommended. 

Rosert D. Mussey, M.D., Chairman 


COMMITTEE ON SICKNESS INSURANCE 

The members of the Sickness Insurance Committee have been 
very active in following and studying the various prepayment 
plans for sickness insurance. However, they all agree that the 
state association should not initiate any state-wide plan at this 
time for several reasons. 

In the first place, the need for such a plan has diminished 
with the improvement of economic situations due to the scarcity 
of labor. Secondly, the initiation of such a plan to meet the 
demands of various communities is a major undertaking and has 
not worked too satisfactorily in states in which it is employed, 
for it is apparent that a state-wide plan would require the co- 
operation of all physicians if the plan is to work successfully. 
Furthermore, states now employing prepayment insurance plans 
are having difficulties in selling the plan, and there is consid- 
erable indecision as to whether or not the plans should be sold 
independently or with the Hospital Service Contract. Some 
groups prefer a complete medical service plan rather than the 
limited service plan, but when such is done, the expense is 
greater than most of the recipients wish to pay. Too often 
patients who can afford the service of a private physician desire 
the prepayment contract when it was originally designed for 
those with lower incomes. 

Members of the Ramsey County Medical Society have been in- 
terested in working out a prepayment plan, but they too feel 
that the need for such a plan has been decreased with the 
general improvement of the economic situation, and. therefore 
they have allowed their plans to lie dormant. It is well to state 
here that should any plan be initiated by a county group or a 
state group, it would be necessary to secure an enabling act be- 
fore such a plan could be put into operation. A corporation 
would likewise have to be effected prior to the issuing of sick- 
ness insurance contracts. 

The Group Health, originated by the credit unions within 
the state, is now writing a group medical policy under the in- 
corporation of Group Health Mutual which is worthy of con- 
sideration since their new policy provides for the free choice 
of physician rather than the insistence of its participants’ con- 
sulting only physicians of a medical group. Furthermore, their 
policy, though a limited benefit policy, spec fies that the settle- 
ment will be in cash, paid directly to the physician. 

During the several meetings held in Chicago in the middle of 
February, 1943, various representatives of prepayment insur- 
ance plans concluded that some sort of an organization should be 
formed in order that experiences and reports of the various 
operations of plans could be exchanged and made available to 
groups considering the introduction of prepayment medical in- 
surance. 

Ir, O. I. Sohlberg of Saint Paul, Dr. W. A. Coventry of 
Duluth, and Dr. A. . Adson of Rochester were invited to at- 
tend a meeting at the Palmer House in Chicago for this pur- 
pose. 

At this meeting, it was decided that medical service plans 
organized with the approval of constitutent medical organiza- 
tions of the American and Canadian Medical Associations would 
hold an Annual Conference at the time of the annual House 
of Delegates ome of the American Medical Association, and 
that active medical service plans organized by constituent med- 
ical organizations of the American Medical Association and the 
Canadian Medical Association form a Medical Service Plans 
Council. 











917 





PROCEEDINGS 


McCann of Massachusetts was voted President; Feierabend 
of Kansas City, Mo., Secretary-Treasurer, and a Committee was 
appointed to act as a group to provide codperation between the 
American Medical Association, the Canadian Medical Associa- 
tion and the Medical Service Plans Council, including the fol- 
lowing members: Palmer, of Pennsylvania, Chairman; Hannah of 
Toronto, Member; Novy of Michigan, Member; and Mr. Jack 
Laux, Director of Michigan Medical Service, was named Research 
Director. 

It was then agreed to make Kansas City, Missouri, the Na- 
tional Headquarters of the Council, and the Secretary was in- 
structed to ask all Plans in operation to contribute $25.00 an- 
nually. (They likewise would appreciate donations of $25.00 
per year from such groups who wished to receive data from 
this Committee as an aid in organizing similar committees in 
order to defray some of the expenses in connection with re- 
search problems and the collection of statistical data.) ’ 

It was agreed that this was merely a temporary plan until 
such time as various member plans agree to provide the neces- 
sary income by a different procedure. 

The function of the Medical Service Plans Council is to cor- 
relate all facts, both good and bad, and to make this ray one 
available to any constituent medical organizations of the Ameri- 
can Medical Association and the Canadian Medical Association. 
All of this information will then be submitted to Mr. Jack Laux, 
Research Director, who is to work with J. A. Hannah, M.D., Man- 
aging Director of the Associated Medical Services, Inc., of To- 
ronto. Dr. Hannah has volunteered for this enormous under- 
taking. 

It is our opinion that much will be accomplished by exchanging 
ideas, collecting data, and crystallizing results of the various 
plans through this new council on prepayment medical service, 
and we have therefore been granted permission by our Council 
to attend its meetings and pay the $25 asked for its support. 

The Committee has also watched with interest the experiment 
of prepayment medical service now being conducted in two 
counties within our own state under the farm security plan, in 
which attempts are made to rehabilitate farm families. 

Though your committee has not taken an active part in pro- 
posing or initiating a prepayment medical service plan, it has 
been collecting information and data on plans and operations. 
This material is on file in the state office and is available for 
groups considering the development of prepayment medical serv- 
ice. The committee is also willing to offer its advice to any group 
proposing such an enterprise. 


A. W. Apsox, M.D., Chairman 


Doctor Morse: The report of the Editing and Pub- 
lishing Committee was carefully examined and checked 
and found to be satisfactory. The committee feels we 
owe a great deal to Dr. C. B. Drake and to the Editing 
and Publishing Committee of which Dr. E. M. Hammes 
is Chairman for their achievement in publishing such 
an outstanding JouRNAL. We recommend adoption, also, 
of the Report of the Committee on Contract Practice of 
which Dr. F. A. Olson is Chairman and of the Medical 
Advisory Cominittee of which Dr. W. H. Hengstler is 
Chairman. The latter report shows a definite decrease 
in malpractice suits and in threatened malpractice suits 
in the last year. We feel that this decrease is due to a 
great extent to the work of this committee and recom- 
mend its acceptance. 


The report of the Committee on Medical Economics 
of which Dr. George Earl of St. Paul is Chairman is 
very comprehnsive and we recommend it to be read in 
full by each delegate. It shows that his committee is 
fully conversant with all problems in economics which 
face our profession. 


The committee believes we should continue to study 
the many insurance plans sponsored by the various 
states. From these we may eventually be able to decide 
wisely whether or not we wish to sponsor any insurance 
plan for medical service. We wish to stress; also, the 
importance of the Medical Economics section of 
MINNESOTA MEDICINE, to recommend that the work of 
this important editorial subcommittee be continued and 
to express our thanks for a job well done. 


Dr. W. A. Coventry, in the report of the Committee 
on Low Income and Indigent Problems, reports that 
medical service to relief clients and recipients of Social 
Security Aids are now on a sound basis in Minnesota. 
Also that a recent opinion of the Attorney General of 
the state places responsibility for payment of costs of 
last illness for Old Age Assistance recipients on the 
local township, county, village or city. You are urged 
to study this opinion when it is published in MINNESOTA 
MEDICINE. 
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The report of experience with a Farm Security Ad- 
ministration plan in Ottertail and Morrison Counties 
shows that, so far, this experiment has not been an 
unqualified success. This committee and the Committee 
on Sickness Insurance are commended for their work. 
We believe that both should be continued. Also the 
Committee on Medical Ethics which reported one case 
of unethical advertising in the state in which appropri- 
ate action was taken. 


The Speaker then called for five-minute discussions 
by chairmen of the above committees and subcommittees. 
Dr. George Earl responded. 


Docror EarL_: I do want to call your attention to the 
work of the important subcommittees of the Medical 
Economics groups. These men have done the real work 
on the Medical Economics Committee and they have 
done a wonderful job. I want to commend them and 
give credit where credit belongs. 


It was moved, seconded and carried that the report 
of the Reference Committee on Medical Economics Re- 
ports be accepted. 


The Speaker then called for new business and Dr. 
Burnap presented the amendment to the By-Laws, Chap- 
ter 5, Section 11, (See Page 819, September issue) and 
asked Dr. L. A. Buie, Chairman of the Finance Com- 
mittee, to explain the reason for the amendment. 


Docror Bure: The reason why it has been necessary 
to bring your attention to this modification in the Con- 
stitution and By- Laws is that no provision has been 
made whereby it is possible for us to sell any of our 
holdings. This amendment is intended only to cover 
that discrepancy. We can buy stocks, we can buy 
bonds; but if we want to dispose of any holdings it 
will be necessary to adopt this amendment. 


Doctor Morse: I gather that the amendment is not 
designed to enable the Committee to sell all present 
holdings for reinvestment but only to sell when it is 
advisable. In that case, I think it is a wise provision. 


Doctor Bute: It is intended so that we can do busi- 
ness. Any stock we buy is going to be recommended 
by everybody we come in contact with who knows 
market values; but without this provision our ability 
to handle them is obstructed. For example, I might 
mention that we have now $5,000 in the Century ‘Trust 
Company. This is an investment trust company which 
diversifies stocks. But your committee and its advisors 
feel that $5,000 is too much money to have in one com- 
pany of that kind and we would like to sell half of that 
stock and take care of that much of the diversification 
ourselves. When we tried to do that we found that, 
under trust company requirements, we would have to 
have signatures of everybody on the Council and a cer- 
tified copy of the Council action, almost a photograph 
and finger prints of everybody connected with the trans- 
action. We need a better arrangement and this amend- 
ment seems to be the simplest way of achieving it. It 
has been carefully gone over by Mr. Manley Brist and 
Mr. Rider of the First National Trust Company of 
Minneapolis and everybody is agreed that it is a skillful 
and correct way of handling the matter. As I have said 
before, you can count on it that we are not going to 
take any chances. As a matter of fact, we ourselves 
would rather not be in on it at all because, I think 
everybody will agree, we have not only accepted a a posi- 
tion of trust but we are vulnerable if anything should 
go wrong in the future. 


Doctor Burnap: I just want to add something. You 
should know that it is not an accident that first Dr. 
Giffin, here, was Chairman of the Finance Committee 
and that after he retired, Dr. Buie took the job. The 
Mayo Clinic is very generous in business as well as 
scientific matters. They invest more than the State So- 
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ciety and we have the advice of their business counsel 
as well as the best advice in the Twin Cities. When Dr. 
3uie took the job he said, “I know nothing about this 
business but I will try to find out.” He is finding out. 

The Speaker asked for a motion on the amendment, 
explaining that according to the Constitution and By- 
Laws, the motion would have to lie over a day before 
final action was taken. 


It was moved, seconded and carried that the amend- 
ment be accepted for final action the next day. 


It was also moved, seconded and carried a“ Dr. 

Kathleen Jordan of Granite Falls, wife of L. Jordan, 
superintendent of the Riverside Sanatorium, . has 
for some time given her services without pay in public 
health work in the state, be given an Associate Mem- 
bership in the Association. Dr. Jordan is not engaged 
in private practice of medicine. 


The meeting adjourned until 7:30 p.m. 


SUNDAY EVENING SESSION 


The Speaker called on Dr. Piper for the substitute 
report of the Reference Committee on Lay Education 
Reports. 


Doctor Piper: We recommend adoption of the report 
of the Committee on Public Health Education and wish 
to call attention to the subject of conservation of hear- 
ing. We feel that this program should be fostered. 
In reference to the Committee on Tuberculosis which 
is mentioned in the report, we feel that the distinction 
between the Minnesota Public Health Association and 
the Minnesota State Medical Association should be clar- 
ified by an article in a medium such as MINNESOTA 
Mepictne. Furthermore, the Reference Committee feels 
that the Minnesota Public Health Association should be 
encouraged to give wider publicity in local newspapers to 
its activities in public health and that an annual financial 
statement of receipts and expenditures of local units 
would stimulate public interest and encourage the sale 
of Christmas Seals. 

It was moved, seconded and carried that the report 
be accepted. 

The Speaker then called on Dr. J. C. McKinley for 
a report from the Minnesota State Board of Examiners 
in the Basic Sciences. 


Doctor McKiniey: I am sure you are all acquainted 
with the functions of the Basic Science Board. It is the 
bottleneck through which all individuals who want a 
charter to practice the healing arts in Minnesota must 
pass. We examine in the basic sciences, as determined 
by the Basic Science Law, including anatomy, physiol- 
ogy, physiological chemistry, pathology, bacteriology, 
and hygiene. Since the Board was established in 1927, a 
total of 3,182 individuals have applied for basic science 
certificates. Of these, 3,043 have passed the examination, 
leaving 139, or a percentage of 4.3, as failures. Under 
our law we accept people by reciprocity, also, and after 
passing the examination of the National Board of Medi- 
cal Examiners. We have reciprocity with only eight of 
the 17 basic science states in the country. They are 
\rkansas, Colorado, Michigan, Nebraska, Oklahoma, 
Oregon, South Dakota and Wisconsin. Formerly we 
had reciprocity, also, with Iowa but that was broken 
off in October, 1942. 

There are about 4,000 licensed practitioners of medi- 
cine in the State. There are 162 osteopaths and 378 
chiropractors licensed to practice in Minnesota. Twenty- 
four of these osteopaths and forty-two of the chiroprac- 
tors live outside the state. 

We have given examinations four times a year rou- 
tinely until the last year, when we have been giving in- 
terim examinations in order to clear the status of candi- 
dates as promptly as possible. We discovered in 1939 
that a good many people were failing again and again. 
They were allowed under the law to repeat three times 
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during a year, after which they could reapply and take 
the whole examination over again. Some had come in 
for examination four consecutive times and failed com- 
pletely each time. After some experimentation, the 
Board ruled that an individual who failed part of the 
examination could make up the failures during the cal- 
endar year. If he failed to do so, he could take the 
whole examination again but only after lapse of a year. 
And this time he would have to take the examination in 
one sitting and pass five out of six subjects. Different 
techniques are used by different state boards in handling 
papers. Some, as in Minnesota, are extremely careful to 
hide the identity of the individuals taking the examina- 
tion so that there is absolute impartiality in marking the 
papers. Others recognize the identity of individuals 
from start to finish. Some have gone so far as to de- 
mand to be allowed to regrade papers of applicants for 
reciprocity from other states, if regulations as to grade 
of passing is different from their own. We have not felt 
that such a practice was either legal or desirable in 
Minnesota. 


The Speaker then called on Dr. J. F. DuBois, Secre- 
tary of the Minnesota State Board of Medical Exami- 
ners, whose report was not recorded. Following Dr. 
DuBois’ report, he called on Dr. W. F. Braasch, Chair- 
man of the State Committee on Procurement and As- 
signment. 


Doctor BrAAscH: A great deal of water has gone 
over the dam since I gave my report last year and 
things have changed materially. I am here to say, how- 
ever, that last year’s session clarified the atmosphere 
wonderfully and the men of this state have codperated 
to a remarkable extent. As a result, the State of Minne- 
sota filled its quota for 1942 by 105 per cent, a record 
of which we can well be proud. 


Achieving that record, of course, meant a lot of hard 
work and sacrifice and it should be noted that many 
men volunteered for service who were not permitted 
to leave their jobs at home. The medical recruiting of- 
ficers who were temporarily in the field, here and else- 
where, assisted materially. But they did not achieve the 
full objective planned for them because a large portion 
of the work was done by the State Committee and its 
seven sections, representatives from these sections be- 
ing, Dr. G. L. Gosslee of Moorhead; Dr. J. A. Thabes 
of Brainerd; Dr. A. N. Collins of Duluth; Dr. R. C. 
Hunt of Fairmont; Dr. A. E. MacDonald of Minne- 
apolis; Dr. L. E. Daugherty of St. Paul; and I, my- 
self, for my section of the state. In addition there were 
chairmen in each county and district. These latter 
worked well and deserve a lot of credit they never got. 
I must mention, particularly, the work of Dr. Erling 
Hansen of Hennepin County and Dr. J. S. Abbott of 
Ramsey County. Of course, any credit which goes to 
the committee as a whole must start with Mr. Rosell, 
the Executive Secretary, and his able associates. It is 
owing to them that the work was really put across. Mr. 
Rosell with his knowledge of the men and the geog- 
raphy of the state was invaluable to our service. In 
case of any doubt, he went out personally to investigate 
the situation and to find a satisfactory solution. 


We have had our difficulties, as you can well imagine, 
but I believe there are few communities, very few, 
that are not provided with satisfactory medical service. 
Of course there have been complications. For instance, 
some of the older men, who were left to take up the 
burden of practice, have cracked under the strain and 
the whole burden has fallen on the few young men re- 
maining. We have had difficulties in inducing other 
men to take up practice in such communities under the 
circumstances. Allocation is made difficult, sometimes, 
also, because men have their own problems and their 
own ideas and we have had no legal right to force 
them. There have been complaints, some of them from 
delegations of citizens, who objected to the release of 
physicians in their communities for war service. In 
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many cases, their complaints were justified. In others 
we could not agree and here Mr. Rosell helped to find 
a solution.. We were especially aided by a survey of 
the state made by Mr. Rosell’s office, showing where 
men could be spared. 


At this time there are 1,221 physicians who were resi- 
dents of Minnesota and are now in active or inactive 
service. Of these 1,130 are in active service today, 
which, as you can see, is a large proportion of our men. 
In 1941 there were approximately 3,335 doctors regis- 
tered in the state. Today there are 2,497, of whom 249 
are retired from practice, and approximately 345 are 
sixty-five years old and older but still in practice. These 
men are considered by Washington to be only one-third 
efficient—many of you will resent that, perhaps. 


The Mayo Clinic at Rochester has +45 physicians but 
only about one-third of the work done there is for peo- 
ple of Minnesota and so two-thirds of that number 
have been deducted from the number serving the pop- 
ulation of the State.On the above figures, the conclu- 
sion is that only 1,429 are in actual practice here taking 
care of Minnesota people, and the ratio to population is 
therefore approximately one to 1,650 for the state as 
a whole. At the present time, 257 more physicians have 
been made available by the State Committee and that 
number will probably fall short of the quota sent to us 
from Washington for 1943. Since, from past experience, 
we know that one-third will be disqualified for physical 
and other reasons, you can see that we are skating on 
thin ice here so far as future physicians for tiie Armed 
Forces are concerned. The actual quota for 1943 has 
been variously stated. At one time it was 354; but that 
figure has been changed and we do not know definitely 
the figure to be expected from Minnesota this year. The 
Central Committee has reported that there are 11,500 
physicians available from the country at large for the 
Armed Forces in 1943. The committee figures also on 
4,000 to 5,000 interns and residents, making a total of 
approximately 15,000 men who might be available in 
the country in addition to the 42,000 who were in the 
service at the first of the year. There are 14 states 
who went way over the required quota for last year 
and are exempt from further demands for the present. 
Fifteen other states were called upon for only 100. The 
states of New York, Pennsylvania, Illinois, Massachu- 
setts and California were below their quotas and are 
expected to take up the main burden, particularly the 
large centers in those states. In Minnesota, the rural 
districts are pretty well stripped of available physicians. 
There are a few men here and there who are available 
and have not been patriotic enough to apply for com- 
missions but they are very few. That means that our 
needs will have to be met largely by men in the Twin 
Cities, with a few from Duluth and the larger towns 
and Rochester. It was agreed at a meeting held here 
recently with representatives of the Central Board that 
additional effort would be made in the future among 
men from Hennepin and Ramsey Counties. The system 
employed at present is as follows: The State Commit- 
tees submit monthly lists of available physicians in their 
states to the Central Office in Washington. Letters are 
sent direct from Washington to the physicians listed, 
requesting them to apply for commissions and asking 
them to inform state chairmen of their preference as 
to branches of service. The chairman, in turn, sends 
the names to the officer procurement offices of their 
choice. Application forms are sent direct to the physi- 
cians from various officer procurement offices. If the 
physician does not respond it is the responsibility of 
State Procurement and Assignment Committee, in co- 
operation with the local medical society, to do every- 
thing possible to see that he accepts the assignment. 
That means, of course, that a personal effort to per- 
een ——— Twin City men especially to apply will 
ye made 


As you know, the ratio of physicians to soldiers has 
been materially reduced here though it is still much 
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higher than the ratio in European Armies. Whether jt 
can be reduced below present levels is open to question 
and an aroused public opinion will probably have some- 
thing to do with future policies. As a result of the 
Pepper investigation in the Senate and other agitation 
there is a definite demand that enough physicians be 
kept at home to take care of community health. The 
Procurement and Assignment Service was involved in 
the criticism but it is now generally recognized that 
Procurement and Assignment has done a good job of 
safeguarding civilian interests. Certain special national 
problems have arisen which presented acute difficulties, 
such as medical service for boom towns and new in- 
dustrial areas. Many of these special problems are he- 
ing taken care of satisfactorily now by the local medical 
societies involved and by the Public Health Service 
which should be given credit for codperating closely in 
most areas with organized medicine. I should like to 
say, also, that the War Manpower Commission with 
Mr. Paul McNutt at the head has supported the |’ro- 
curement and Assignment Service in 100 per cent 
fashion. 


[ know that you men will cooperate as you have 
in the past when you are called upon to apply for com- 
mission. It seems to me, and | think it is true, that as 
someone has said, Procurement and Assignment Service 
is the flower of American Democracy, a voluntary agen- 
cy supervising and solving its own problems. 


The Speaker then asked for discussion from the floor. 


Dr. A. H. ZAcHMAN, Melrose: I think it would 
be interesting if we could find out just how many medi- 
cal men in the Armed Services are actually practicing 
medicine. I have personally taken it upon myself to 
write to several of my friends who are in the Service 
and supposedly practicing medicine. In every instance 
they told me they were doing book work. We talk about 
manpower and putting people in the right places and we 
find trained physicians and surgeons forced to keep 
records. We have our WAVES and WACs who are 
supposed to relieve men to fight; but no one apparently 
who can keep records for the Armed Forces. Just how 
many of these physicians are really essential, I wonder. 
Perhaps the number actually is not so high as they think. 
I grant you in case of actual combat many are needed. 
But in the camps in this country, where all the facilities 
and hospitals are available, | believe we have too many 
men sitting around doing nothing. At least I believe it 
is our duty as a medical association to find out. 


Doctor BrAascH: I think the doctor has raised 
good question. I, too, know of a number of men who 
went out with base hospitals a year ago and have been 
sitting around doing practically nothing ever since. But 
we have to remember the Army and Navy are planning 
for a long war with 11,000,000 men and more in service. 
When these 11,000,000 actually go into active duty the 
doctors who appear to be sitting around now will be 
kept busy, particularly if they are in foreign service. 
It is necessary to have a pool to draw upon instantly. 
I believe, also, that both the Army and the Navy are 
cleaning house administratively and that many older 
men are being employed in office work so that younger 
men can be freed for active service. Mr. Rosell tells me 
that at least 1,000 laymen are being trained for admin- 
istrative work each month. Also WACs and WAVES 
will be used for the purpose, both in the Army and the 
Navy. We do know that more and more are being 
used in active service now and many more will be used 
as soon as they can be transported. I doubt if there 
will be many sitting around at the end of the year. 


The Speaker then called for a report from Dr. E. J. 
Simons of Swanville, Chief of the Medical Unit of the 
Division of Social Welfare. 


Doctor Stmons: Perhaps of major importance to the 
medical profession is the new appointee to the director- 
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ship of the Division of Social Welfare, especially in 
view of the fact that one man who occupied the 
position in earlier years was well known to be antago- 
nistic to the profession and our interests suffered dur- 
ing his régime. Effective January 1, the Governor ap- 
pointed Mr. Bernard LeVander to the position. Mr. 
LeVander is an attorney, a graduate of the University 
of Minnesota and a member of the Bar Association, 
with experience of some months in research work i 
Social Welfare. He comes to us well qualified and he 
has been extremely cooperative with the medical unit 
and the organized medical profession. Following the 
policy of his predecessor, Mr. Walter Finke, he has de- 
clared that nothing of a medical nature will be done 
in the Division of Social Welfare without consultation 
with authorized representatives of the profession. It 
is my opinion that our interests will be very well safe- 
guarded by Mr. LeVander. 


In the medical unit of the Division, there are three 
bureaus, the oldest of which is the Crippled Children’s 
3ureau. The principal program of that Bureau con- 
tinues to be the care of orthopedic defects of children 
under 21, referred to the clinics by their family physi- 
cians. There have been few significant developments 
in that program in spite of difficulties in personnel. 

On February 15, 1942, a heart program was instituted 
under the Bureau, with approval of our Council. This 
program provides hospital and medical care for rheu- 
matic fever patients referred to the clinic by their fam- 
ily physicians. During the first year of operation 47 
such patients have been treated. The program operates 
only in six counties including rural Hennepin and Ram- 
sey Counties, Dakota, McLeod, Scott and Carver 
Counties. Of the 47 treated, 36 were hospitalized and 
132 visits were made to the clinic. It is hoped that next 
year siblings of these patients, if referred by their phy- 
sicians, may also be cared for, with the approval of the 
Council. 


An orthodontic program for cleft lip and cleft palate 
cases has also been under consideration, under auspices 
of the Bureau. The matter was discussed with the 
state-wide dental advisory committee and was referred 
to a subcommittee of orthodontists who submitted a 
fee schedule of $200 for each case. This schedule 
was higher than most others in the United States and, 
since the orthodontists have refused to make further 
concessions, the program has not progressed further at 
this time. 


The third program carried on by the Crippled Chil- 
dren’s Bureau is for cerebral palsy cases. kifteen chil- 
dren from the Michael Dowling School have been cared 
for during the og! year and it seems of significance 
that seven of those 15 have been returned to their home 
schools and a more hen normal life. 


The second Bureau under the medical unit is con- 
cerned with County Tuberculosis Sanatoriums. Only 
two developments have arisen in that Bureau. One is 
the equalization of rates between the state and county 
sanatoriums. As you know, the state sanatorium takes 
care of tuberculosis patients from 46 counties which 
have no institutions of their own. Patieyts from the 
other 41 are cared for in county institutions. Counties 
which send patients to the state sanatorium have been 
charged $1.40 a day for each patient while the cost to 
counties having their own institutions varies, according 
to actual cost of care. from $2.25 to $4.50" a day for 
their patients. This disparity has worked a hardship on 
some of the county sanatorium superintendents as well 
as the taxpayers of the forty-one counties and it has 
prevented treatment of many patients in nearby institu- 
tions. To aid the situation a law was passed in 1925 
requiring the state to add five dollars a week for every 
patient from an unorganized county who is sent to one 
of the county institutions; but if rates are really to be 
equalized by this method a subsidy of $10.00 a week 
would have to be paid for these patients. We have felt 
that a better plan would be to raise the rate per day re- 
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quired from all counties for patients in the state sana- 
torium. Accordingly legislation was enacted permitting 
the Director of the Division of Social Welfare to raise 
that rate each year. It is hoped that this will be the 
first step toward making the best use of beds in all the 
sanatoria of the state. The whole matter was presented 
to the Council recently and the necessity for recodifying 
all of the laws dealing with tuberculosis in the State 
became manifest. The ne poet requested that such a 
recodification be considered and it is hoped that before 
the next session of the Legislature such a study can be 
made with the codperation of Dr. Chesley and that the 
matter may be well enough advanced for some presen- 
tation to the Legislature. 

The third Bureau is concerned with general medical 
care. This Bureau serves in an advisory capacity to 
county welfare agencies in all of the 87 counties of the 
State and these agencies handle aid to dependent chil- 
dren, aid to the blind, old age assistance, soldier and 
sailor relief, and direct relief. This Bureau works in 
close cooperation with the state-wide Medical Advisory 
Committee of Dr. A. W. Adson, Rochester; Dr. W. - 
Coventry, Duluth; Dr. I. L. Oliver, Graceville; Dr. 
L. L. Sogge, Windom; Dr. R. H. Wilson, Winona, with 
Dr. Chesley and Mr. Rosell as ex-officio members. In 
December, a state-wide medical allowance schedule was 
promulgated by the Division and accepted and approved 
by 56 of the 84 rural counties. By way of contrast, it 
might be noted that the SERA schedule issued in 1933 
and 1934 was accepted only by 61 counties after 
six years of effort, whereas the new schedule has been 
accepted by 56 in fifteen months. The dentists have 
changed their schedule to conform with the medi- 
cal allowance schedule which provides for two-thirds 
of the current normal fee schedule. 

At the last meeting of the state-wide Medical Advisory 
Committee, it was decided to make a special effort to 
see that more use is made of County Medical Advisory 
Committees. The load of indigency has markedly de- 
creased, as you know. In February, 1940, there were 
562,000 persons receiving public assistance in Minnesota. 
In June, 1942, the load was reduced to 243,000. With in- 
digency at a low level it is probable that we can do 
more to establish practices and principles necessary in 
the postwar reconstruction period. Our interests and 
the interests of the patients will be much better served 
now and in the future by more active and energetic 
county committees. 

There are three or four counties in the state in which 
medical bills are still quite controversial and in which 
the relationship between the medical profession and the 
County Medical Advisory Committee is not at all satis- 
factory. In such counties an active medical advisory 
committee could settle differences and cement friendship. 
In counties where there are not enough physicians to 
have a properly constituted advisory committee of three, 
some substitute should be provided. It has been sug- 
gested that the state-wide Medical Advisory Committee 
act in this capacity for such counties. It is hoped that 
physicians of such counties will use the State Committee 
whenever any controversial problem arises. 

Three studies involving medical economics are being 
made by the Division. One concerns costs of medical 
care in all of the assistance programs in the six north- 
ern counties of the state. Procedures are being insti- 
tuted in these counties so that at any time an investi- 
gator can tell how much money is being spent for 
medical care. Full codperation of the physicians in these 
counties will be needed for these studies. The second 
is an agency review and investigation of county welfare 
boards. So far, ten counties have been studied. The 
third is a new study of organization and procedure. I 
believe I am justified in saying that at the present time 
the best interests of the medical profession are being 
amply protected by the Division of Social Welfare. 

The Speaker then called for a report from Dr. A. J. 
Chesley, Secretary and Executive Officer of the State 
Board of Health. 
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Doctor CHESLEY: The health section of the Civilian 
Defense organization in Minnesota was organized about 
two years ago on the basis of your nine Councilor Dis- 
tricts. This was done at the suggestion of the Sanitary 
Conference, all members of which are physicians, many 
of them your officers. Each district has a health sec- 
tion and the chairman of that health section is the 
Councilor of the district. The general advisory commit- 
tee is made up of representatives of each of the state 
associations having anything to do with health, the 
medical, dental, nursing, hospital and health officers’ as- 
sociations and the veterinarians. This is a rather unique 
method of organization among the states and was some- 
what criticized at first. Now it is receiving favorable 
comment and some states are even changing over. We 
have endeavored, also, to get a member of each of 
your County Medical Advisory Committees on the 
County Defense organizations. The dentists, nurses and 
other organizations are all represented in the county 
groups, also. Each Association represented has provid- 
ed a statement as to total membership, location of fa- 
cilities, etc., so that we will know what we can count on 
in case of emergency. As time goes on, it is going to 
be more and more necessary with fewer people to 
know exactly what our resources are in case of sabo- 
tage or enemy action, here, or in case it is necessary 
to move people in here quickly due to an emergency else- 
where. I think, however, that we have a well-grounded 
program worked out and I am not afraid of what 
may happen in case of emergency in Minnesota. 


Before I touch upon the work of the Board of 
Health I want to say that every member is proud of 
Dr. T. B. Magath, now a captain in the Navy Medical 
Corps, who is doing essential work for the Surgeon 
General in inspection of Naval Services throughout the 
world. For six months or more he has been literally in 
the air inspecting services in Central and South Ameri- 
ca and the Pacific and probably Africa. The work he 
is doing and his knowledge of tropical diseases is going 
to be of immense value to the country as a whole and 
to us here in Minnesota. We can expect diseases and 
conditions we are not accustomed to see here when the 
men return from service. Everyone in our Division of 
Preventable Diseases is now taking a special course on 
parasitology at the University. We are trying to pre- 
pare for what we believe will be the eventual return of 
men with many new types of infection, things which will 
complicate the clinical picture of the conditions you see 
daily and make them very difficult to understand unless 
you have differential laboratory diagnosis and clinical 
experience. Very few men in Minnesota have such ex- 
perience. Some will come back from the Service who 
have it; but a large number are going to proceed to 
foreign countries and be held there for a while. We 
cannot expect many of them back early because the 
medical problems that will follow war and invasion are 
the most important type. There will be malnutrition 
and epidemics in a population of lowered resistance, the 
old people nearly dead and the young people in bad 
shape. There is no individual in that hopeless state 
of things who can do as much to rehabilitate and build 
up the faith of the people as the medical man. I know 
that from experience. 


At present there are forty-seven men out of our De- 
partment in service. We have only a few doctors left 
and some of them will go before long. We are even 
worse off in relation to public health engineers and we 
know that there are in serv ice now a large number of 
engineers, trained in specialties such as industrial health, 
chemistry, mathematics and artillery, who are en- 
gaged in other kinds of service for which they were 
not trained. For instance, the best man in the industrial 
laboratory in Connecticut where they have had industrial 
health work longer than anywhere else in the United 
States and where they have the reputation of having 
the best service in the country, is now a policeman in the 
Canal Zone. The engineers are now going through the 
files in Washington to find all the men who are trained 
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in different. specialties of engineering and who are in 
the services doing other kinds of work. They are going 
to ask for special detail for these men, leaving them 
connected with their military organizations, but direct- 
ing them to proceed to special work. 


Malaria is probably the greatest single health problem 
in the world at the present time. We have all the fac- 
tors in Minnesota for a spread of the disease, though it 
may not prove to be serious here. But the new drugs 
they are using in place of quinine, though efficient, are 
not entirely successful because they do not work for 
everybody and living parasites can still be found in 
blood after the fever is brought down. To handle 
malaria we shall need more entomologists, more biolo- 
gists and public health men. 


The main difficulty in keeping up our well-organized 
system of public water supplies is lack of critical mate- 
rials. It is nearly impossible to get certain materials 
that will be needed if a water system goes out of busi- 
ness. Water supplies are Mr. Whitaker’s job in this 
state. Dr. L. W. Foker, Director of the Division of 
Industrial Health, is gas officer. He has taken special 
training in the subject and we are giving classes so 
that there will be trained people in every community of 
any size in the state to handle the situation in case of 
gas attack, a rather remote contingency, I think; but 
protection is essential and requires trained personnel. 


The Division of Vital Statistics was obliged to do 
a job on an appropriation of $20,000 which would take 
at least $100,000 to handle it properly, last year. This 
last Legislature gave us only $50,000 to do the over 
100,000 dollars worth of work. That is only one of the 
budget problems we have to face and our situation is not 
unique. It is common throughout the United States. 


Fortunately we have had no serious epidemics any- 
where and nothing in Minnesota. The rates on diph- 
theria, tuberculosis and typhoid fever and things we 
are dealing with every day are way down. We are 
studying other diseases such as influenza, for instance. 
We were fortunate in getting a grant from the Rocke- 
feller Foundation for this work and it has been ex- 
tended to cover encephalitis and Dr. McCord from the 
Central Laboratory of the Foundation is working on 
influenza. Somewhere along the line we hope that some 
measure of protection will be found when the next 
world-wide epidemic comes along. 

Our most serious problem now, however, is personnel. 
A large number of women trained in bacteriology, se- 
rology and so forth want to be WAVES and WACs. 
They cannot be replaced because there simply aren't 
enough trained people anywhere in the United States 
to do that work. We have an immense amount of 
work to be done that is mandatory for the Armed 
Forces; but you can’t blame people for taking the op- 
portunity to see the world in a beautiful uniform when 
they are underpaid and overworked at home. That’s 
the situation health officers are having to face through- 
out the United States. 


We have greatly appreciated the cooperation of the 
Association, shown for instance, when you invited Dr. 
Haven Emerson of Columbia who is taking the place 
of Dr. Anderson at the University School of Public 
Health, to speak at the your County Officers’ Meeting. 
Dr. Emerson urged promotion of full-time health units 
and last year the House of Delegates of the American 
Medical Association officially approved such organiza- 
tion. But the Surgeon General of the Public Health 
Service has announced that it will be impossible to as- 
sist in the extension of such public health units for 
the duration of the war. We will be losing men so 
fast from full-time health departments that there will 
be very little left and you part-time people will have 
to take up the load, in addition to your regular medical 
practice. 


Tomorrow you are going to be asked to pass upon 
the plan for medical care of wives and infants of 
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men in enlisted grades in the services. It involves a 
fundamental question of policy and I am sure the 
Board will abide by your decision in the matter. The 
Board has been fortunate for many years in having a 
representative of your Association present at our meet- 
ings. It has been a very great assistance to us in de- 
ciding certain matters of policy and I can speak for the 
3oard, | am.sure, in thanking you for your cooperation. 


The Speaker expressed the appreciation of the medi- 
cal profession throughout the state for the codperation 
of Dr. Chesley and the State Board of Health with the 
medical profession and asked for resolutions from the 
floor. 


Dr. R. M. Burns of Saint Paul, Chairman of the Ra- 
dio Committee, presented the following resolution, which 
was referred to the Committee on Resolutions: 


Wuereas the weekly broadcast on health conducted under 
auspices of the Minnesota State Medical Association passed its 
fifteenth anniversary on the air on April 4 of this year, and 


Wuereas: Dr. W. A. O’Brien of the University of Minnesota 
has acted as speaker on these broadcasts continuously since the 
program began and _ has established himself, in so doing, as one 
of the foremost radio educators of the country, and 


WuereEAs the program nan has been carried without cost 
to the Association over WCCO is one of the oldest and the 
most popular educational ole in the Northwest, 


BE IT THEREFORE RESOLVED that this House express its deep 
appreciation and thanks to Dr. O’Brien for the unique contri- 
bution he has made through this work to medicine and the 
public health in Minnesota and also to Station WCCO for 
its public spirit in making time available without interruption 
for this program. 


Docrork BurNAP: I would like to take a few minutes 
to present a resolution which is to be presented to the 
House of Delegates of the American Medical Associa- 
tion. About 18 years ago, Dr. Braasch and some of 
the leaders of that time organized the Northwest Re- 
gional Conference which met here annually and included 
states of this region. That Conference eventually be- 
came the National Conference on Medical Service which 
fills, I believe, an important place. But we found that 
we. here, had lost something and so in November we 
called a meeting of representatives from Minnesota, 
Wisconsin, North and South Dakota, Iowa and Ne- 
braska (included at their own request). We found we 
could be mutually helpful in many respects and dis- 
covered, especially, that all of us had felt the need of 
better representation in Washington. Accordingly a 
resolution was drawn up and presented to the National 
Conference on Medical Service when it met in Chicago 
in February. At the National Conference, twenty-nine 
states were represented and they were unanimous in 
their feeling that some change should be made in our 
setup in the American Medical Association for protec- 
tion of the public and the profession in Washington. 
The resolution passed in general terms at the Confer- 
ence has been worked over and reworded by a Com- 
mittee of the Conference. It has been approved by the 
Council which requests that it be presented to you for 
your endorsement with the understanding that if you 
approve, you will ask our delegates to introduce ‘the 
resolution. 


A RESOLUTION 


To be presented to the House of Delegates of the American 
Vedical Association at its next annual mecting in Chicago in 
June for establishing a Committee on Medical Service. 


Wuereas, the medical profession is conscious of its responsi- 
bilities in providing timely and adequate medical services to all 
of the American people, irrespective of race, creed or financial 
status, and 


Wuereas, it believes it to be its duty and right to make 
available scientific facts, data and medical opinion with respect 
thereto, and to make known the role that the science and art of 
medicine plays in the daily lives of all Americans, and 


Wuenreas, the medical profession of the United States is ready 
to offer constructive leadership in the advancement of medical 
principles that will further medical service to all of the people, 
ind to preserve, not only the science and art of medicine, but 
the standards associated with the practice of medicine in 
America; 





OctoBer, 1943 





5 NINETIETH ANNUAL SESSION 





Now, THEREFORE, BE IT RESOLVED, that there is hereby created 
by this House of Delegates a Committee on Medical Service 
which shall be composed of the following members: 


1. The president of the American Medical Association, ex 


officio. 

2. The Immediate Past President of the American Medical 
Association. 

3. Lhe Secretary of the American Medical Association, ex 


cio. 

4. A member of the Board of Trustees of the American 
Medical Association, designated and selected by the Board 
of Trustees. 

5. One member, of the Américan Medical Association elected 
as hereinafter provided from each of the following nine 
geographical subdivisions of the United States: New Eng- 
4 Middle Atlantic, East North Central, South Atlantic, 
East South Central, West South Central, West North Cen- 
tral, Mountain, and Pacific. [Names of states omitted for 
brevity’ s sake.] 


The members of this House of Delegates from each of the 
foregoing geographical subdivisions of the United States shall 
elect one member of the American Medical Association to serve 
on said Committee; three of said nine members shall serve for 
one year; three shall serve for two years; and three shall serve 
for three years; the respective terms of office of the nine mem- 
bers first elected shall be decided by lot and thereafter the said 
terms shall be for three years each. The expiration date for the 
first one-year term shall be at the next ensuing annual session 
of the House of Delegates of the American Medical Association. 
Expiration dates for all terms shall coincide with the dates of 
the regular annual session, of the House of Delegates of the 
American Medical Association. 

Be IT FURTHER RESOLVED, that the duties of the Committee on 
Medical Service shall be: 

The making available of scientific facts and data and medi- 
cal opinion with respect to timely and adequate rendition of 
medical care to the American people. 

2. To integrate the activities of the Committee on Medical 
Service with respective state and county committees on like 
activities. 

3. Establish relationships and coéperation with other allied 
groups who are likewise engaged in the rendition of medical 
care, in its various branches, to the American people. 

4. The Committee on Medical Service shall hold at least two 
meetings per year; one shall be held at the time and place of 
the Annual Meeting of this House of Delegates; the other meet- 
ing shall be held in the City of Washington, D. C., and called 
at the direction of the Chairman; and such other meetings as 
may be necessary to be called by the Chairman upon the written 
request of the majority of the Committee. 

5. The Committee shall forthwith and annually thereafter elect 
from its own membership a Chairman and a Vice Chairman. 

6. The Committee on Medical Service shall establish and 
maintain an office in Washington, D. C., and shall further be 
empowered and directed to employ a full-time Executive Direc- 
tor, who shall act as Secretary of the Committee, and whose 
duties shall be specified by the Committee. Such Executive Di- 
rector shall be a physician who has been actively engaged in 
the private practice of medicine for not less than five years dur- 
ing the previous ten years, and, furthermore, be informed and 
qualified to act as a Liaison Representative of said Committee. 

7. The Committee on Medical Service is further authorized to 
hire such legal and administrative help as is necessary. 

Be Ir Furtnuer Resotvep, that the Committee on Medical 
Service shall submit a budget for its expenses for the fiscal year 
to the Board of Trustees of the American Medical Association, 
and it is the consensus of opinion of this House of Dele- 
gates that the Board of Trustees shall forthwith appropriate 
not less than fifty cents nor more than one dollar for each 
member of the American Medical Association so that adequate 
funds will be available for such Committee to carry out its 
work on an honorable and ethical plane in keeping with the 
standards of American Medicine. 

Bre IT FURTHER RESOLVED, that this Committee shall submit an 
Annual Report to the House of Delegates at their Annual 
Meeting. 

AND BE IT FURTHER RESOLVED, that this resolution upon its 
adoption by the House of Delegates shall be forthwith trans- 
mitted to the Board of Trustees with the request that the Board 
of Trustee report back its action to the House of Delegates 
within twenty-four hours as provided for in the Constitution 
and By-Laws of the American Medical Association. 


We have made every effort to ascertain the attitude 
of our Senators and Representatives and we find that 
they recognize the urgent need of representation in 
Washington. I would like to ask Dr. Adson if he will 
discuss this matter. 


Dr. A. W. Anson, Rochester: We have been in 
contact with many men all over the United States on 
this matter but the prime movers have been the Chair- 
man of our Council, Dr. Burnap, who is now President 
of the National Conference on Medical Service, and 
Dr. Palmer of Pittsburgh. We have looked into many 
angles of the situation and it seems to us that there is 
need for integration of our medical legislative program 
so as to make it effective, so that we can know what is 
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going on in Washington and so that the opinion of 
constituents can be brought to bear on national legis- 
lators. After the National Conference last February a 
committee called on Dr. Olin West and was told by Dr. 
West that the Central Office of the American Medical 
Association assumed the responsibility for conducting 
medical affairs in Washington and there was no need 


of any further machinery. The question to be consid- 
ered is, of course, whether or not anything has occurred 
which has not been properly taken care of. 

Perhaps I may be permitted to remind you of a few 
of the things that have been going on to show you the 
need. 

First, you are all familiar with the court proceedings 
and decisions handed down in the Washington case. 
Justice Miller of the Court of Appeals of the District 
of Columbia made the statement in his decision that 
he was bound to comply with the law but intimated that 
the medical association had been negligent in not seeing 
that there were adequate amendments or provisions in 
the law protecting the profession. 

Then there is the Tolan Bill introduced last year to 
permit chiropractors to treat injured federal employes. 
There has been no effort to counteract this proposal and 
the bill is up again. There is no medical or public 
health committee in the House or Senate and bills in- 
volving medical problems are handled by various com- 
mittees such as the Labor and Finance Committees. 

You are all familiar with directives issued in the last 
year or two by federal agencies and bureaus such as the 
one forbidding you to retain extra snow tires in addi- 
tion to the regular five allowed. That matter was finally 
disposed of after much difficulty which could have 
been avoided. 

I could go on at length on these matters, all of which 
show lack of advice on the spot which would have 
avoided endless difficulties afterwards. It is true that 
about a month after a bill is introduced, a copy reaches 
us through the central office; but that is too late. We 
have felt that something should be done and a new 
committee or agency of some sort created. We have 
felt, also, that if we tried to develop a new council 
the whole thing might be deferred perhaps for a year 
and inactivated by reason of the fact that the Trustees 
have the power to withhold funds. 


It is not the purpose of this Committee to stir up a 
fight or to take from our national offices any of their 
authority ; but we do believe the time has come when 
American medicine should speak. We took into consid- 
eration in drawing up the resolution the fact that if we 
wanted action we would have to word the resolution so 
that immediate action would be called for at the meet- 
ing in June. We felt also that to be effective the 
committee should be democratic, with representation 
from all of the geographical districts, and that appoint- 
ments should be made at the June meeting. Also, we 
felt that the American Medical Association should have 
full knowledge and representation and so we included 
the president, the past president, a member of the 
Board of Trustees and the secretary of the American 
Medical Association. Furthermore, a specific plan for 
providing funds necessary to carry on the program has 
been included in the resolution. It is our belief that the 
new agency should be answerable to the House of Dele- 
gates, direct, at each annual meeting, for the reason 
that the Board of Trustees may, if it wishes, choke off 
all action by simply refusing funds from agencies that 
are answerable only to the Board. We are not doing 
this because we are belligerent or because we do not 
have confidence in the Board of Trustees. We fully ap- 
preciate the fact that we must have an agency such as 
the Board to carry on the business affairs of the organi- 
zation. But we want action now, not one or two or 
three years from now. Furthermore, we want repre- 
sentation from the profession. 


We realize of course that there will be certain objec- 
tions and that the resolutions may be changed. Needless 
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to say, many members of the Committee have taken this 
matter up with their own states and Dr. Burnap and 
Dr. Palmer have supplied information to other inter- 
ested states so that at the present time there is a strong 
movement on foot throughout the country demanding 
that something be done at this meeting of the Ameri- 
can Medical Association. I hope you will see fit to en- 
dorse this resolution and that you will instruct your 
delegates to present it from the floor in Chicago. 


Doctor BurnaP: One thing we neglected to mention 
is that the resolution has been sent out to every state 
medical association in the United States. We have had 
reports that a good many states have already adopted 
this resolution and have instructed their delegates to 
vote for it. Other states we are sure will do likewise 
as soon as their associations hold their meetings. We 
are not alone in this movement and we have many 
supporters who will assist us. 


The Speaker announced that the resolution would be 
submitted to the Resolutions Committee and asked for 
any further resolutions. 


Doctor Burnap presented a resolution of endorsement 
of Hygeia, the Health Magazine, which had been ap- 
proved by the Council at the request of the Woman's 
Auxiliary. This resolution together with the other two 
were referred to Dr. R. W. Morse, Minneapolis, Chair- 
man; Dr. F. H. Dubbe, New Ulm; and Dr. Logan 
Leven of Saint Paul, named by the Speaker to act as 
Committee on Resolutions. 


At the request of the Speaker, Dr. Monte Piper, 
Chairman of the Historical Committee, then read the 
necrology report as follows, consisting of names of all 
members who died during the past year. The delegates 
stood for a moment of silence in honor of deceased 
colleagues. 


NECROLOGIST’S REPORT 


Frank Clinton Andrus, Minneapolis. Born 1907. University 
of Minnesota, 1933. Died November 14, 1942. Aged 35. 

William Black, Mankato. Born 1879. University of Minnesota 
Medical School, 1909. Died February 12, 1943. Aged 64. 

George F. Brvoks, Stillwater. Born 1877. University of Min- 
nesota, 1900. Died October 8, 1942. Aged 64. 

Ernest L. Cheney, Duluth. Born 1877. Harvard, 1900. Died 
October 30, 1942. Aged 65. 

Elmer Julius Eklund, Norwood. Born 1884. University of 
Minnesota, 1907. Died October 28, 1942. Aged 57. 

George K. Hagaman, St. Paul. Born 1876. University of 
Minnesota, 1903. Died July 11, 1942. Aged 66. 

Rorbye Hansen, Monticello. Born 1897. University of Min- 
nesota, 1928. Died July 22, 1942. Aged 45. 

Sherman S. Hesselgrave, Center City. Born 1872. University 
of Minnesota, 1894. Died August 12, 1942. Aged 70. 

Addie R. Haverfield, Minneapolis. Born 1858. University of 
Minnesota, 1895. Died January 1, 1943. Aged 84. 

A. D. Hirschfelder, Minneapolis. Born 1879. Johns Hopkins, 
1903. Died October 11, 1942. Aged 63. 

Edward Orson Hopkins, Rochester. Born 1910. Johns Hop- 
kins, 1937. Died July 25, 1942. Aged 32. 

Henry P. Johnson, Fairmont. Born 1855. Rush Medical ‘Col- 
lege, 1879. Died March 31, 1943. Aged 88. 

Edward L. Kannary, St. Paul. Born 1872. McGill Univer- 
sity, Montreal, 1900. Died September 23, 1942. Aged 70 

Christ Wm. Kanne, Faribault. Born 1875. University of 
Michigan Medical School, 1900. Died March 18, 1943. Aged 68. 

Wm. A. Lee, Fergus Falls. Born 1880. Northwestern Univer- 
sity Medical School, 1911. Died November 22, 1942. Aged 63. 

William B. Linton, Minneapolis. Born 1855. Jefferson Medical 
College, Philadelphia, 1886. Died September 13, 1942. Aged 87. 

Hiram J. Lloyd, Mankato. Born 1876. Chicago College of 
Medicine and Surgery, 1911. Died January 14, 1943. Aged 69. 

Gustav H. Luedtke, Fairmont. Born 1870. University of 
Minnesota Medical School, 1899. Died March 18, 1943. Aged 
7 


C. F. McComb, Duluth. Born 1857. Rush Medical College, 
1879. Died March 3, 1943. Aged 86. 

Jens L. Ohnstad, McIntosh. Born 1868. Minneapolis College 
of Physicians and Surgeons, 1903. Died February 23, 1943. 
Aged 75. 

Douglas T. Ormond, Waconia. Born 1903. St. Louis Univer- 
a, 1927. Died August 13, 1942. Aged 39. 

arry P. Ritchie, St. Paul. Born 1873. University of Min- 
nesota, 1896. Died September 3, 1942. Aged 69. 

Charles W. Simison, Hawley. Born 1878. aay of Mis- 
souri, Columbia, 1907. Died March 7, 1943. Aged 66. 

Michael C. Welch, St. Paul. Born 1874. University of Illi- 
nois College of Medicine, 1905. Died January 30, 1943. Aged 69. 

Robert Lloyd Lee Windsor, Fergus Falls. Born 1902. Colum- 
bia University, 1932. Died December 30, 1942. Aged 40. 
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Leonard F. Woodworth, LeCenter. Born 1880. State Uni- 
versity of Iowa, 1908. Died December 9, 1942. Aged 62. 

William V. Lindsay, Winona. Born 1873. Missouri Medical 
College, St. Louis, 1898. Died April 24, 1943. Aged 69. 


The meeting adjourned until 12 noon Monday, May 
17, at the Hotel Dyckman. 


HOUSE OF DELEGATES 
Monday, May 17, 1943 
Hotel Dyckman 


Speaker Will called the meeting to order at 12:15 p.m. 
in the Hotel Dyckman. A quorum being present, he 
asked for the report of the Council from Dr. W. L. 
Burnap, Chairman. 


Doctor Burnap: The second meeting of the Council 
took place Monday morning at 7:30 a.m. 


Drs. J. M. Hayes of Minneapolis and F. J. Savage 
of Saint Paul were recommended unanimously to suc- 
ceed themselves as delegates to the American Medical 
Association with Drs. George Earl of Saint Paul and 
W. W. Will of Bertha, respectively, as alternates. ; 

It was decided to send the roster of the members of 
the Association to Judges of the Probate Court, insur- 
ance companies and others. Letters acknowledging con- 
tributions made by the Association to the Minnesota 
Safety Council and the Minnesota Society for the Con- 
trol of Cancer were read. 

Changes in the recommendations of the Committee 
appointed to study the plan for medical, hospital and 
nursing care for expectant wives and sick infants of en- 
listed men in the military services were presented by 
Dr. R. L. J. Kennedy of Rochester, Chairman, and ac- 
cepted. In accordance with the suggestion in the recom- 
mendation the following names are to be submitted to 
the State Board of Health from which a medical ad- 
visory committee may be appointed: Drs. W. L. Bur- 
nap, E. J. Simons, W. A. Coventry, R. L. J. Kennedy. 
The executive secretary was instructed to inform the 
Upper Mississippi Medical Society which submitted a 
resolution requesting the commissioning of women phy- 
sicians in the Armed Forces, that a law has already 
passed Congress permitting commissions for women 
physicians. 

Letters from the St. Paul Association of Commerce 
and the Mayor of St. Paul, inviting the Minnesota State 
Medical Association to hold its 1944 meeting in St. 
Paul, were read but no action was taken. 

The President was asked to see Governor Thye con- 
cerning reappointment of Dr. A. W. Adson to the 
State Board of Medical Examiners. 

It was decided that the Secretary and Executive Sec- 
retary should be empowered to act concerning the new 
lease for office space for the state headquarters. 

It was moved, seconded and carried that the report 
be accepted. 

The Speaker then called for the report of the Reso- 
lutions Committee, Dr. R. W. Morse of Minneapolis, 
Chairman. : 


Docror Morse: The resolution on Hygeta submitted 
last night contained a wording which we felt put too 
much responsibility on officers and members of the 
Association. We accordingly changed the last paragraph 
to read as follows: 

“And recommends that the officers and members of 
the Association codperate with the Auxiliary in increas- 
ing its distribution in all parts of the state.” 

With the change we recommend its adoption. 

It was moved, seconded and carried that this and 
the following resolutions of thanks be adopted. 


RESOLUTION ON HYGEIA 
Wuereas public education in health is an essential factor in the 


conquest of disease and, especially, in the successful conduct 
of the war and 
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WuereEas Hygeia, the Health Magazine, published by the Ameri- 
can Medical Association, maintains high professional standards 
of accuracy and is an effective aid to the physicians in the 
extension of information about health, 

THEREFORE BE IT RESOLVED that the House of Delegates of the 
Minnesota State Medical Association, in recognition of the 
great need for authoritative health information hereby endorses 
Hygeia, the Health Magazine, and recommends that the officers 
and members of the Association coéperate with the Auxiliary 
in increasing its distribution in all parts of the state. 


RESOLUTION 


The thanks and appreciation of this House are extended: 

—To the Hennepin County Medical Society for the excellent 
arrangements made as host society for this meeting and for the 
fine hospitality extended to us during the entire session and 
especially for the Open House on Monday night. 

—To the management of the Hotel Radisson for the fine ac- 
commodations provided for the sessions and for the helpfulness 
of all members of the staff in providing for the comfort and 
eonvenience of guests. 

—To the Radio Stations for their gracious contribution of 
radio time to broadcasts by our members and guests in the in- 
terest of essential public education about the importance of 
good health in these times. 

—To the newspapers for their full and careful coverage of this 
meeting which has added so much to public knowledge of the 
aims and ideals of medical practice. 

—To the Minneapolis Civic and Commerce Association for 
its courteous assistance in all arrangements for this meeting. 


The resolution of appreciation to Dr. W. A. O’Brien 
and WCCO on the 15th anniversary of the former’s 
broadcasts under auspices of the Association was read 
again by Doctor Morse and it was moved, seconded and 
carried that it be adopted. 


Doctor Morse: The last resolution (on establishment 
of a Committee on Medical Service and a headquarters 
in Washington) which is to be presented to the House 
of Delegates of the American Medical Association has 
been approved and recommended for adoption by this 
Committee. We were most unanimous in making this 
recommendation. In Hennepin County during the last 
year there was spontaneous expression of feeling regard- 
ing the present state of affairs which came to a head 
a few months ago in a resolution of similar nature which 
was unanimously passed by our executive committee and 
society. It has not been presented to this House because 
this new resolution came to our hands shortly after 
our own was passed. Ours was nebulous in its ideas and 
we are most pleased with the concrete suggestions in 
this resolution. We think the wording is ideal and 
that it sets up an organization which is workable. We 
hope it is so planned that it will not get side-tracked in 
parliamentary procedure. A great deal of gratitude 
should be expressed to the individuals who worked on 
it. We do not know them all but we do know that Dr. 
Burnap is one of the leaders. He and the others should 
have our gratitude. The Committee not only approves 
it but urges that instructions be given to the delegates 
to introduce the resolution in the House of Delegates 
of the American Medical Association and support its 
passage. 


It was moved, seconded and carried that the report of 
the Committee on this resolution be accepted and the 
resolution adopted. 


The Speaker asked the Secretary to give a second 
reading to the amendment to the Constitution, Chapter 
5, Section 11, of the Constitution and By-Laws, read 
for the first time the day before. It was moved, second- 


ed and carried that the amendment be adopted. 


Doctor Burnap: I want to say that I feel very much 
embarrassed at having been mentioned in connection 
with the passage of the resolution on the Committee 
on Medical Service. Of course I happen to be pres- 
ident of the National Conference and as such have 
done a good deal of writing about it but nothing could 
have been done about this matter without the aid of 
Mr. Rosell and Manley Brist and all the Council and 
Officers of the Association. I have been a sort of front 
for the other fellows to push the thing through. We 
certainly all of us appreciated the unanimous support 
we have had here. We would have been ‘in an awful 
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fix if you had turned us down because we have already 
got state societies pretty well scattered over the Union 
adopting it. The farther we go and the more we study 
it, the more we realize how great the need is. Our pro- 
posal is not aimed at any officers at all but just at filling 
where the need is absolutely evident. 


The Speaker then called for the recommendations by 
the Committee on Medical, Hospital and Nursing Care 
for Expectant Wives and Sick Infants of Enlisted Men 
in the Armed Services, of which Dr. R. L. J. Kennedy 
was chairman. 


Doctor KENNEDY: The first plan for medical serv- 
ices to expectant wives and sick infants of soldiers and 
sailors in the enlisted grades was approved at the Du- 
luth meeting and subsequently by the Children’s Bureau. 
It was in operation here until original funds were ex- 
hausted. When Congress eventually made more funds 
available for the program, it was impossible to continue 
under the same plan because requirements under the 
law and regulations of the Children’s Bureau were al- 
tered for the new appropriation. It has therefore been 
necessary for the Committee to revise its original plan. 
The revised plan has been presented to the Council 
where it was approved this morning for final action by 
the House of Delegates. Significant points of variation 
include the following: Only wives and infants of en- 
listed men under certain grades are covered since many 
noncommissioned officers may have an income equal 
to or greater than that of commissioned officers in the 
lower grades. The new plan also specifically elimi- 
nates care of infants born out of wedlock and their 
mothers. Furthermore, a schedule of payments for 
services came with the new regulations to be accepted 
or modified as we see fit, subject to final approval of 
the Children’s Bureau. A committee of doctors is to be 
named, too, and submitted to the State Board of Health 
as an advisory committee to aid in carrying out details 
of the program. 


This Committee has modified the submitted schedule 
of payments so that it is in virtual agreement with the 
exception of the mileage allowance, with the standard 
allowances already adopted for relief care by 60 out 
of & counties of the state. It is left to the Council to 
name the physicians from which the Board is to select 
the Committee called for in the plan. If you approve 
the recommendations of this Committee they will be 
submitted to the Children’s Bureau and final allocation 
of money to the state will depend upon the Children’s 
Burean’s acceptance of our recommendations. It should 
be mentioned that codperation of the hospital and nurs- 
ing organizations is required also. 


The Speaker then called on Dr. A. J. Chesley to dis- 
cuss the proposal. 


Doctor CHESLEY: Many inquiries have been coming 
in to the Governor’s office as well as to us about this 
program. As a consequence Governor Thye called a 
conference in his office the other day to find out what 
was holding the program up in Minnesota. At that con- 
ference and at the subsequent meeting of the State 
Board of Health which he attended (the first so far as 
I know ever attended by a Governor of Minnesota) the 
status of the matter was explained to him fully. The 
Governor said: “Go ahead with your plans and if the 
Children’s Bureau does not act immediately and favor- 
ably upon your application, let me know and I will see 
if there isn’t some way to get something done so that 
you won’t be under criticism for delaying something 
that the other fellow delayed.” 


It was moved, seconded and carried that the recom- 
mendations presented by Dr. Kennedy be accepted. 


The Speaker then called for nominations for the of- 
fice of President-elect. 


Dr. C. B. Drake of Saint Paul placed in nomination 
the name of Dr. E. M. Jones of Saint Paul for Pres- 
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ident-elect. There being no other nominations it was 
moved, seconded and carried that the nominations be 
closed and that the Secretary be instructed to cast a 
unanimous ballot for Dr. E. M. Jones as president-elect. 


Doctor Jones: Mr. Speaker and Members of the 
House of Delegates: I think it is needless for me to 
tell you how I feel about this very great honor which 
you have bestowed upon me today. I find a lack of 
words to express my appreciation. I have been a mem- 
ber of the Council for a few years and I want to say 
that I have considered it a great privilege to serve with 
this fine group of gentlemen. Before serving on the 
Council I felt that I had a fairly good knowledge of 
the workings of the offices and the various agencies 
of the Association. But after attending one meeting of 
the Council I found that I didn’t know anything. These 
men put in a great deal of time and effort in trying to 
uphold the standards of medicine and to protect the 
interests of the individual doctor. Now I want to assure 
you that as President of the Association I will do every- 
thing I can to fulfill the duties of this office for the best 
interests of the Association. I thank you very much. 


Dr. Richard Cranmer of Minneapolis was nominated 
for the office of First Vice President. There being no 
further nominations, it was moved, seconded and car- 
ried that the nominations be closed and that the Sec- 
retary be instructed to cast a unanimous ballot for Doc- 
tor Cranmer as first vice president. 


Dr. Melvin Nelson of Granite Falls was nominated 
for the office of Second Vice President and there 
being no further nominations, it was moved, seconded 
and carried that the nominations be closed and that the 
Secretary be instructed to cast a unanimous ballot for 
Doctor Nelson for second vice president. 


Dr. B. B. Souster of Saint Paul was nominated to 
succeed himself as Secretary and there being no further 
nominations, it was moved, seconded and carried that 
the nominations be closed and that the Speaker be in- 
structed to cast a unanimous ballot for Doctor Souster 
as secretary. 


Dr. W. H. Condit of Minneapolis was nominated to 
succeed himself as Treasurer and there being no fur- 
ther nominations, it was moved, seconded and carried 
that the nominations be closed and that the secretary 
be instructed to cast a unanimous ballot for Doctor 
Condit as treasurer. 


Vice Speaker E. A. Meyerding of Saint Paul having 
assumed the chair, Dr. W. W. Will of Bertha was nom- 
inated to succeed himself as Speaker of the House of 
Delegates. There being no further nominations, it was 
moved, seconded and carried that the nominations be 
closed and that the secretary be instructed to cast a 
unanimous ballot for Dr. Will as speaker. 


Dr. E. A. Meyerding of Saint Paul was then nom- 
inated for the office of Vice Speaker of the House of 
Delegates, Doctor Will having resumed the chair, and 
there being no further nominations, it was moved, sec- 
onded and carried that the nominations be closed and 
that the Secretary be instructed to cast a unanimous 
ballot for Doctor Meyerding for vice speaker of the 
House of Delegates. 


Dr. C. M. Johnson of Dawson was nominated to suc- 
ceed himself as Councilor of the Third District and 
there being no further nominations, it was moved, sec- 
onded and carried that the nominations be closed and 
that the Secretary be instructed to cast a unanimous bal- 


(Continued on Page 928) 
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In the “Chronic Fatigue” 
of Mild Depression 


After employing Benzedrine Sulfate 

therapy in a series of 40 patients 

diagnosed as suffering from nervous 
exhaustion, Nathanson concludes: 


“In approximately 80 percent of the 
patients there was a marked ameliora- 
tion of this symptom (fatigue). Many of 
the patients had complained of fatigue 
for long periods and had tried various 
types of treatment without benefit... 


“A sense of increased energy and 
capacity for work was noted in more 
than half of the cases. In addition a 
feeling of exhilaration and sense of well 
being was a consistent effect... Many 
patients volunteered that there had been 
a definite increase in mental activity and 
efficiency.” Nathanson, M. H.—J. A. M. A., 
108:528, 1937. 





Benzedrine Sulfate Tablets 


Brand of racemic amphetamine sulfate 


Benzedrine Sulfate is primarily useful in depressions characterized by apathy 
and psychomotor retardation, but is contraindicated in patients manifesting 
& anxiety, hyperexcitability, or restlessness. 


The use of Benzedrine Sulfate by normals should not be permitted; it should 
always be administered under the careful supervision of a physician; and 
depressive psychopathic cases should be institutionalized. 


In treating depressed patients with Benzedrine Sulfate, the physician should 
bear in mind that any drug which produces pleasant or euphoric effects may 
prove to be habit forming—especially in unstable or neurotic individuals 
SMITH, KLINE & FRENCH LABORATORIES 
PHILADELPHIA, PA. 
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Treatment Room 








Radiation Therapy Institute 


You are cordially invited to visit the Radiation 
Therapy Institute and 


Edward Schons, M.D., Director J.P. Medelman, M.D., Associate Director 


of Saint Paul 


CHARLES T. MILLER 
HOSPITAL 


Facilities for Radium and Roentgen Ther- 
apy, Including Million Volt Constant 
Potential Installation of Most 
Advanced Design. 


inspect its facilities 
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lot for Doctor Johnson as Councilor of the Third Dis- 
trict. 


Dr. E. M. Hammes of Saint Paul was nominated for 
the office of Councilor of the Fifth District to succeed 
Doctor Jones. There being no further nominations, 
it was moved, seconded and carried that the nominations 
be closed and that the Secretary be instructed to cast a 
unanimous ballot for Doctor Hammes as Councilor of 
the Fifth District. 


Dr. E. J. Simons of Swanville was nominated to suc- 
ceed himself as Councilor of the Seventh District. 
There being no further nominations, it was moved, 
seconded and carried that the nominations be closed 
and that the Secretary be instructed to cast a unani- 
mous ballot for Doctor Simons for Councilor of the 
Seventh District. 


Following the recommendation of the Council, the 
names of the following delegates and alternates to the 
American Medical Association were placed in nomi- 
nation to succeed themselves: Dr. F. J. Savage, Saint 
Paul, and Dr. J. M. Hayes of Minneapolis as De le gates 


and Dr. George Earl of Saint Paul and Dr. W. W. Will 
of Bertha, respectively, as alternates. 


There being no further nominations from the floor, 
it was moved, seconded and carried that the nomi- 
nations be closed and that the Secretary cast a _unani- 
mous ballot for the above listed nominees (Doctor 
Meyerding having assumed the chair during deliber- 
ations on the election of Doctor Will as alternate to 
Doctor Hayes). 


An invitation was extended by Dr. M. J. Anderson 
of Rochester to hold the 1944 meeting at Rochester. It 
was moved, seconded and carried that the invitation 
be accepted and that the next meeting be held in Roches- 
ter at a date to be set later by the Council. There be- 
ing no further business to come before the House, the 
meeting adjourned. 


Lactic acid which makes sour milk sour is a valued 
material in several industrial, medical and food uses; 
it is used in tanning, in carbonated beverages and feed- 
ing formulas for babies, and as calcium lactate to sup- 
ply lime to the body. 


ZEMMER 


PRESCRIBE or DISPENSE ZEMMER PHARMACEUTICALS 


Tablets, Lozenges, Ampoules, Capsul 





THE ZEMMER COMPANY 


, Ointments, etc. Guaranteed reliable potency. 
Our products are tehevatery controlled. Write for catalogue. 


OAKLAND STATION 


MIN 10-43 
Chemists to the Medical Professio# Zone 13 


PITTSBURGH, PENNSYLVANIA 
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REPORTS AND ANNOUNCEMENTS 





REPORTS and ANNOUNCEMENTS 





AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


The next examination to be conducted by the Board 
will be on February 12, 1944, in various cities in the 
United States and Canada, and will consist of a written 
examination and the submission of twenty-five case his- 
tories (Part 1). Part II, which will be oral-clinical and 
pathological, will be held in May, 1944. 

Candidates must be citizens of the United States or 
Canada, must have been out of medical school not less 
than eight years, must have served an approved one-year 
internship and had at least three years of special formal 
training or its equivalent. Applications must be in the 
office of the secretary, Dr. Paul Titus, 1015 Highland 
Building, Pittsburgh 6, Pennsylvania, by November 15, 
1943. 


ASSOCIATION OF MILITARY SURGEONS 
OF THE UNITED STATES 


Representatives from some fourteen foreign countries 
will attend the fifty-first annual convention of the As- 
sociation in Philadelphia, October 21 to 23, 1943. 

Among those who will take part in the program are 
Lieutenant General Sir Alexander Hood, Director Gen- 
eral of the British Army Medical Services, Major Gen- 
eral C. Max Page and Colonel Frank S. Gillespie of 
the Royal Army Medical Corps, Brigadier General 
R. B. Chisholm, Director General of the Medical Serv- 
ices of the Royal Canadian Army, Surgeon Captain A. 
McCallum, Wing Commander H. A. Peacock, Wing 
Commander L. M. Emard, and Lieutenant Colonel T. A. 
Lebbetter of the Royal Canadian Army. Australia, the 
Netherlands, Peru, Yugoslavia and Iran, Greece, Nor- 
way, Nova Scotia, Uruguay, and Haiti will also be 
represented. 

It is expected that besides some two thousand doctors 
now attached to the armed forces here and abroad, 
thousands of civilian doctors will also attend. 

Offices of the Association are at Room 603, 1520 Lo- 
cust Street, Philadelphia, Pennsylvania. 


ANNUAL MEETING PLANS, MSMS 


In anticipation of the annual state convention of the 
Minnesota State Medical Association to be held in 
Rochester next spring, Dr. H. L. Smith, president of 
the @lmsted-Houston-Fillmore-Dodge County Medical 
society called a meeting of the executive board in Sep- 
tember to name committees for the conclave. 

General chairman for the meeting is Dr. J. A. Bargen. 

On the general advisory committee, of which Dr. 
H. Z. Giffin is chairman, are Dr. L. A. Buie, Dr. M. S. 
Henderson, Dr. B. E. Hempstead and Dr. A. W. Adson. 

General arrangements will be made by Dr. E. H. 
Rynearson, chairman, Dr. M. W. Binger, Dr. W. E. 
Herrell, Dr. N. W. Barker and Dr. C. W. Rucker of 
Rochester, and Dr. H. R. Baker of Hayfield. 
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PRENATAL VARICOSITIES 


And Foot Discomfort 
May Be Lessened by a 


SPENCER SUPPORT 


Scientific Abdominal 
Support Plus Posture- 
Improvement May Also 
Lessen Chance Of De- 
velopment Of... 


TOXEMIA 
EDEMA 
PTOSIS 


NAUSEA 
Non-pathological 


HEMORRHOIDS 


SACROILIAC 
And Other Back Sprains 


HARMFUL 
POSTURE 


At left: Light, flexible Spencer Ma- 
ternity Support. Side-lacers easily 
widened as figure enlarges. Supports 
lower abdomen—elastic inserts per- 
mit freedom at upper abdomen. 
Improves posture. 


Since each Spencer Support is individually designed, cut 
and made to meet the specific needs of the one patient who 
is to wear it, it is remarkably more effective than a ready- 
made support—and far more comfortable and durable. 
Individual designing also makes possible our guarantee 
that a Spencer will never lose its shape, thus providing 
continuous support and posture-improvement. 

The Spencer Corsetiere not only delivers the completed 
garment and adjusts it properly on patient, but keeps 
in touch with the patient, thus saving the doctor time 
and bother. 


Spencers are never sold in stores. For a Spencer Spe- 
cialist, look in telephone book under “Spencer Corsetiere” 


or write direct to us. 
INDIVIDUALLY 


S PE N CE DESIGNED 


Abdominal, Back and Breast Supports 





SPENCER INCORPORATED, 

137 Derby Ave., New Haven 7, Conn. 

In Canada: Rock Island, Quebec. 

In England: Spencer (Banbury) Ltd., Banbury, Oxon. 


Please send me booklet, “How Spencer Supports 
Aid the Doctor’s Treatment.” 7 


May We 
Send You 
Booklet? 














REPORTS AND ANNOUNCEMENTS 


PROFESSIONAL PROTECTION 
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We 


In addition to our Professional Liability 
Policy for ur” — we issue a 


MILITARY “POLICY 


to the profession in the Armed Forces 


ata 
REDUCED PREMIUM 
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Cook County 


Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks’ Intensive Course in Surgical 
Technique starting November Ist, 15th, and 29th, 
and every two weeks throughout the year. 

MEDICINE—Courses to be announced in January. 


FRACTURES & TRAUMATIC SURGERY—Courses 
to be announced in January. 


GYNECOLOGY—Two Weeks’ Intensive course starting 
February 7th. One-Week Personal Course in Vag- 
inal Approach to Pelvic Surgery starting November 
Ist. Clinical and Diagnostic Courses. 

OBSTETRICS—Two Weeks’ 
February 21st. 


ANESTHESIA—One-Week Course in Continuous Cau- 
dal Anesthesia for Obstetrics. 
OPHTHALMOLOGY—Clinical Course. 
OTOLARYNGOLOGY-—Special and Clinical Courses. 
ROENTGENOLOGY—Courses in X-Ray Interpretation, 
Fluoroscopy, Deep X-Ray Therapy every week. 
UROLOGY—Two Weeks’ Course 
Course available every two weeks. 


CYSTOSCOPY—Ten-Day Practical Course every two 
weeks. 


Intensive Course starting 


and One-Month 


General, Intensive and Special Courses in All Branches 
of Medicine, Surgery and the Specialties. 


TEACHING FACULTY — ATTENDING 


STAFF OF COOK COUNTY HOSPITAL 


Address: 
Registrar, 427 S. Honore St., Chicago 12, Ill. 




















930 


Clinics and scientific exhibits will be arranged for by 
Dr. B. T. Horton, chairman, Dr. A. H. Bulbulian, Dr. 
O. T. Clagett and Dr. A. B. Hunt, all of Rochester, and 
Dr. C. B. McKaig of Pine Island. 

Plans for entertainment and banquet will be made 
by Dr. J. S. Lundy, chairman, Dr. J. M. Stickney, Dr. 
L. A. Brunsting, Dr. H. H. Young and Dr. J. L. Em 
mett. The golf program will be under the direction of 
Dr. J. W. Kernohan, chairman, Dr. W. D. Shelden and 
Dr. C. A. Good. 

Dr. R. L. J. Kennedy is chairman of the publicity 
committee which consists also of Dr. A. B. Nevling and 
Dr. L. M. Eaton of Rochester and Dr. C. E. Bigelow 
of Dodge Center. 

Members of the registration and hotel reservation com- 
mittee are Drs. A. M. Olsen, chairman, E. H. Schlitgus 
and G. Slade Sctiuster. 

Other officers of the county medical society are Dr. 
N. T. Norris of Caledonia, vice president, and Dr. 
M. J. Anderson, secretary-treasurer. 


WASHINGTON COUNTY 


The regular monthly meeting of the Washington 
County Medical Society was held in Stillwater on Tues- 
day, September 14. 

E. Mendelssohn Jones, M.D., president-elect of the 
Minnesota State Medical Association, was the guest 
speaker. His subject, “Appendicitis,” was most thor- 
oughly covered in all ages and types, with complications, 
from acute to moribund, from experiences gathered in 
a very large number of cases. The doctor also spoke 
on Socialized Medicine, in connection with Senate File 
No. 1161, as sponsored by the government, and also 
Child Welfare, from information gleaned at the Mil- 
waukee meeting recently. 

All members of the Society in service now are abroad 
except William W. Moir, who is at Fort Benning, 
Georgia; he has been promoted to Major. Dr. George 
McC. Ruggles is reported at some station in the Pa- 
cific; he has also been promoted. Dr. Emmett,R. Sam- 
son is in the Pacific. Dr. Russell E. Carlson has re- 
cently been sent to some station in Europe or Africa. 

Dr. Stella L. Wilkinson is now located at Moose Lake 
State Hospital as a member of the medical staff. 

Members have been active in their fight against the 
bill S. F. No. 1161 and a number attended the August 16 
meeting at the Radisson Hotel. 

E. Sypney Boreyn, M.D., Secretary 


E. STARR JUDD LECTURE 

The eleventh E. Starr Judd lecture will be given by 
Major General Norman T. Kirk, Surgeon General, Unit- 
ed States Army, War Department, at the University of 
Minnesota, Monday evening, December 6, 8:15 in the 
Museum of Natural History Auditorium. Subject is 
“Surgery in War.” 


Agar-agar, formerly obtained from_ Japanese and 
Chinese seaweed and used in the artificial cultivation 
of bacteria, is now a scarce material; the U. S. Bureau 
of Fisheries is searching for American agar-producing 
seaweeds. 
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In Memoriam 





PHILIP A. DELAVAN 


Dr. Philip A. Delavan, prominent Otolaryngologist of 
Saint Paul, Minnesota, died September 12, 1943, at 
St. Joseph’s Hospital, Saint Paul, at the age of forty- 
four, following an illness of eleven days. 

Born in Minneapolis, August 24, 1899, he was a res- 
ident of Saint Paul for forty-two years. He attended 
St. Thomas Academy and College and received his med- 
ical degree from the University of Minnesota in 1927. 
He interned at Ancker Hospital in Saint Paul, in 1926- 
27. After engaging in general practice he became res- 
ident physician for Eye, Ear, Nose and Throat ail- 
ments at the Ancker Hospital during 1931-32. He took 
a postgraduate course in eye, ear, nose and throat at 
Johns Hopkins Medical School in 1932-33, after which 
he returned to Saint Paul and practiced his specialty 
at his office in the Lowry Medical Arts Building, until 
the time of his death. 

He was a member of the Alpha Kappa Kappa frater- 
nity, Saint Paul Medical Club, Ramsey County Med- 
ical Society, Minnesota State Medical Society, American 
Medical Association, American College of Otolaryn- 
gology, and was on the staff at St. Joseph’s, Midway, 
Ancker, and Children’s Hospitals and was an instruc- 
tor in Otolaryngology at the University of Minnesota. 


Dr. Delavan was a veteran of World War I and 
shortly before his illness had completed arrangements 
to enter service in the present war. 

In 1931 he was married to Stella McKeon, daughter 
of the late Dr. Owen McKeon of this city. He is sur- 
vived by his wife and four children, Stella Beth, Philip 
Owen, Mary and William. 

A gentleman and a conscientious physician, he was 
extremely well liked by his associates, and is a severe 
loss to his family, his friends and to this community. 

—H. J. Prenpercast, M.D. 


PATIENTS ARE TURNED AWAY 
BECAUSE OF NURSE SHORTAGE 


Shortage of nurses is compelling some hospitals to 
turn away patients and service standards are going 
down despite efforts to recruit “women in white.” While 
more and more skilled nurses are being drawn into mili- 
tary service and industry, the number of patients in hos- 
pitals is increasing, judging from information based on 
reports to the U. S. Public Health Service released 
by the Office of War Information. 

Increased war production has jumped industrial ac- 
cidents to an estimated 2,500,000—more than a third 
over the 1939 level. Secretary of Labor Frances Per- 
kins states that more than 2,000 workers suffer dis- 
abling injuries in manufacturing plants every day. And 
disease is given new holds by crowded living conditions 
and relaxed sanitary standards. 

To meet growing war needs for nurses America 
will need 359,000 nurses next year—100,000 more than 
are now available. Of this number 66,000 would go to 
the military services, 293,000 to civilian practice.— 
Science News Letter, August 28, 1943. 
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* Of General Interest + 





Dr. A. F. Geis has joined the staff of the Oliver 
Clinic at Graceville. Dr. Geis was formerly a member 
of the staff of Fairview Hospital, Minneapolis. 

* * * 

Dr. S. D. Wolstan, who has practiced in Minneota 
since April, 1939, has received his commission as First 
Lieutenant in the U. S. Army Medical Corps. 

+ ~” * 

Dr. Clarence Siegel, formerly of Battle Lake, where 
he was associated with the Otter Tail County Sanita- 
rium as superintendent, has moved to Minneapolis and 
will be a member of the staff of Glen Lake Sanitarium. 

* * * 

Dr. M. T. Gorsuch of Rochester has been granted a 
leave of absence from the Mayo Clinic beginning Sep- 
tember 7 to serve as a First Lieutenant in the Medical 
Corps of the U. S. Army. 

* * * 

Dr. H. T. Gustason of Minneapolis reported for duty 
September 27 to the destroyer base at San Diego, Cali- 
fornia, as a navy surgeon. He has been commissioned 
Lieutenant Commander in the Medical Corps. 

ee @ 

Dr. Leo S. Burns, practicing physician in South Saint 

Paul for the past several years, has reported for duty in 





the United States Army at Carlisle Barracks, Pennsy)- 
vania. Dr. Burns has received the commission of Cap- 
tain. 

* * * 

Dr. David T. Schuele of Chatfield recently assumed 
the management of the Chatfield Hospital, following the 
retirement of Mrs. T. J. Koehler, who has acted as man- 
ager the past three years. 

* * * 

Dr. R. V. Jolin of Grand Rapids has been commis- 
sioned Lieutenant Commander in the U. S. Naval Re- 
serve and has reported for duty at Oakland, California, 
at the United States Naval Hospital there. 

* * * 

Dr. Charles H. Mead, who has practiced surgery in 
Duluth since 1933, has been commissioned Lieutenant 
Commander MC V (S) USNR and will report for 
active duty at the United States Naval Hospital, Long 
Beach, California, October 11. 

oe *K x 

Dr. A. W. Ide, Chief Surgeon of the Northern Pacific 
Beneficial Association Hospital in Saint Paul and of 
the Railroad east of Mandan, North Dakota, retired 
October 1, after thirty-eight years of service. Dr. B. J. 
Derauf, assistant surgeon at the Saint Paul hospital 
since 1938, succeeded him. 





VOCATIONAL HOSPITAL 


Director of Nurses—M. H. WOLTMAN, R.N., B.S. 
Superintendent & Dietitian—H. B. 

... An integral part of the Miller Vocational High School 

offers two special features—Patients receive a maxtmum 

of personal attention from student practical nurses—All 

food is prepared under the direction of a qualified dietitian. 

Patients remain under the care of their own physicians. 


Physicians may secure services of Vocational nurses by 
calling Nurses Headquarters and asking for a 


5511.South Lyndale . - 


BROWN, B.S. 


Vocational Nurse 


Bridgeport 2281 
Minneapolis 














PHONES: 
ATLANTIC 3317 
ATLANTIC 3318 








DANIELSON MEDICAL ARTS PHARMACY, INC. 


10-14 Arcade, Medical Arts Building 
825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 


MINNEAPOLIS 


HOURS: 


SUN. AND HOL.—10T0O1 











PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


414 SOUTH SIXTH ST 


INSTRUMENTS - TRUSSES 


MINNEAPOLIS, MINN 
EQUIPMENT - PHARMACEUTICALS 


DRUGS 


MAIN 2494 
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OF GENERAL INTEREST 


Dr. H. H. Leibold of Parkers Prairie was elected 
president of the Northern Minnesota Medical Associa- 
tion at the annual meeting held in Duluth, on August 

— 29. Dr. Richard Bardon, Duluth, was named vice pres- 
ident and Dr. R. N. Jones of St. Cloud was reélected 


a secretary-treasurer. The time and place of the 1944 
meeting will be determined at a meeting of the new 
board early next year. 

ed 

the 

in- 

Dr. William A. O’Brien of Minneapolis was awarded 
an honorary fellowship in the American College of Hos- 

is- pital Administrators at their meeting in Buffalo, New 

te- York, September 12. He was cited for his “profound 

ia, interest in problems of the hospital administrator, mani- 
fested by outstanding service as director of seven insti- 
tutes for hospital administrators at the Center for Con- INGLEWOOD 

in tinuation Study, Minneapolis.” 


be NATURAL” 
er SPRING WATER 


ng 
Dr. M. O. Oppegard, chairman of the Sunnyrest San- 
atorium board, announced that Dr. Rudolph Johnson 
ific of Worthington had been appointed medical director 
of and superintendent of Sunnyrest Sanatorium at Crooks- 
red ton. He is succeeding the late Dr. W. G. Paradis for 
» 3 the past five years. Dr. Johnson was assistant medical 
ital director and superintendent of the Southwestern Sana- 


torium at Worthington. ‘Naturally Mineralized, Naturally Healthful 





REST HOSPITAL 


A quiet, ethical hospital with therapeutic facilities 
for the diagnosis, care and treatment of Nervous 
and Medical cases. Invites codperation of all 
reputable physicians who may supervise the treat- 
ment of their patients. 


PSYCHIATRISTS IN CHARGE 
Dr. Hewitt B. Hannah 
Dr. Joel C. Hultkrans 


2527 2nd Ave. S., Minneapolis, Phone At. 7369 











The Birches Sanitarium, Ine. 


2391 Woodland Avenue 








Duluth, Minnesota 


A hospital for the care and treatment of 
Nervous and Mental disorders. Quiet, cheer- 
ful environment. Specially trained personnel. 
Recreational and occupational therapy. 


Psychiatrists in Charge 
L. R. Gowan, M.D. A. S. Nissen, M.D. 





a 
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OF GENERAL INTEREST 





SYRINGES AND NEEDLES 
of 
LASTING QUALITY 


Distributed by 


BROWN & DAY, INC. 














Accident, Hospital, Sickness 


INSURANCE Gig 


For ethical practitioners exclusively 
(57,000 Policies in Force) 


ST. PAUL, MINN. 
Gis 


CITY 





For 
$5,000.00 accidental death $32.00 


$25.00 weekly indemnity, accident and sickness per year 


For 
$10,000.00 accidental death $64.00 


$50.00 weekly, indemnity, accident and sickness per year 
For 

$15,000.00 accidental death $96.00 

$75.00 weekly indemnity, accident and sickness per year 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 














41 Years Under the Same Management 


$2,418,000.00 INVESTED ASSETS 
$11,750,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty—benefits 
rom the beginning day of disability. 


86c out of each $1.00 gross income 
used for members’ benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
400 First National Bank Building OMAHA 2, NEBR. 


934 


The law enacted by the last State Legislature con- 
cerning compensation of employes for occupational dis- 
eases provides that in case a claim involving controver- 
sial medical questions is allowed by the Commission 
after the taking of testimony, a medical board of three 
physicians from a panel of fifteen, chosen from through- 
out the state by the Dean of the Medical School, the 
Council of the Minnesota State Medical Association, 
and the Governor, shall be chosen to act in the case. 
The law provides that the panel of fifteen physicians 
shall be made up of ten with experience in the diagno- 
sis and treatment of industrial disease and five x-ray 
specialists. Members of the panel were listed in the 
September number of MINNesotA MEDICINE. 


* * * 


Attention of all physicians is called to the following 
regulation of the Harrison Narcotic Act by request of 
the Federal Narcotic Bureau: 


“All prescriptions for drugs and preparations shall be 
dated as of and signed on the day when issued and shall 
bear the full name and address of the patient and the 
name, address and registry number of the practitioner 
... Prescriptions should be written with ink or indelible 
pencil or typewritten; if typewritten, they shall be 
signed by the practitioner. The duty of properly pre- 
paring prescriptions is upon the practitioner and he is 
liable to the penalties provided by the act in case of 
failure to insert the information required by law...” 





Classified Advertising 











FOR SALE: Active practice at Bird Island, Minnesota. 
W. J. Bushard, M.D. 


WANTED: Location or group association by doctor 
now completing internship. Address 1-60, c/o Mrn- 
NESOTA MEDICINE. 





ASSISTANT WANTED—Ceneral practitioner. $600.00 
a month for first period, then option of percentage or 
cash salary, if satisfactory. Address 1-61, care MIN 
NESOTA MEDICINE. 





Ideal Help for “Pay-as- 

You-Go” Tax Reporting 

Just examine this one- volume 

office bookkeeping system. See 

for yourself how its simplicity, 

brevity and completeness keep the financial side 
of your practice right “‘on top’’. Now’s the time to 
investigate. Write for your copy of the “Log” 
today. It’s guaranteed to satisfy. Or, ask for 
literature. Price $6.00 postpaid. 


COLWELL PUBLISHING CO., 226 University, Champaign, Ill. 
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